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/Halpractice: 

E)cn’t  Ce  A Target... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


#¥% 


.Mutual 

Assurance 


It's  Your  Company  Use  It! 


OFFICE  OF  PUBLICATION:  P O.  Box  1900-C.  Montgomery.  Alabama  .^6197-4201 . Sub^cription  Prices:  member.  SI 5. 00;  non-member.  S30.00  per  year.  S2.50  per  copy  Second 
class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  olTiC'“s.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street. 
Montgomery.  Alabama  36197-4201. 


Give  your  angina  patients 
what  they're  missing... 


CARDOBM:  FEW  SIDE  ffFECTS 

diltiazem  HCI/Marion 


Antianginal  artion  insludes  dilatation  of 
€oronaryarterles,a  desrease  In  vassular  resis- 
tanre/afterload,  and  a redustlon  In  heart  rate 

Proven  effirary  when  used  alone  In  angina' 

Compatible  with  other  antlanginals^  ^* 

A safe  shake  for  angina  patients  with  soexisting 
hypertension,  asthma,  COPD,  or  PVD*^ 

*See  Warnings  and  Presautlons. 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 
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60  mg  fid  or  qid 

Brief  Summary 

Prolessionol  Use  Information 


CARDiZEM’ 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
veniriculor  pacemaker  (2)  patients  with  second-  or 
third-degree  AV  block  excepi  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conducfian.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  In  patients  with 
sick  sinus  syndrome  This  eftecl  may  rarely  result 
in  abnormally  stow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  Ay  block  (six  of  1,243  patients  for 
048%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  ^riods  at  asystole 
(2  to  5 seconds)  alter  a single  dose  of  60  mg  of 
diltiazem 

2 Congestive  Heart  Faiiure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  hove  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDtZEM 
atone  or  in  combination  with  beto-btockers  In 
patients  with  impaired  ventriculdr  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension,  okrreases  in  btood  pressure  asso- 
ciated with  CARDtZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  injury,  tn  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase. CPK,  LDEt,  SCOT.  SGPl  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  hove  been  reversible  upon 
discontinuation  of  drug  therapy  The  retationship  to 
CARDtZEM  IS  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bite  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regutar  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renat  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hefx/tic  damage  tn  special 
subacute  hepatic  studies  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histotogicot  changes 
in  the  fiver  which  were  reversible  when  the  dnjg  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hef^ic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-birxkers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Cantrolled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  ot  CARDtZEM  and  beta-blockers  or 
digitalis  IS  usually  well  tolerated  Available  data  are  not 
sufficient  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardioc  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  impairment  of 
Fertitity.  A 24 -month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  tn  mice,  rats,  and  rabbits  Administration 
ot  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  hove  been  reported  to  couse 
sketetal  abnormalities  In  the  perinatal/postnatal  studies, 
there  ivos  some  reduction  in  earty  individuol  pup  weights 
and  survivat  rates  There  was  an  increased  incidence  ot 
stilt  births  at  doses  ot  20  times  the  human  dose  or  greater 
There  are  no  wett-controtled  studies  in  pregnant 
women,  therefore,  use  CARDtZEM  in  pregnant  women 
onty  it  the  potentiat  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Dittiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  It  use  of  CARDIZEM 
is  deemed  essentidl.  an  alternative  method  of  infant 
teeding  should  be  instituted 
Pediatric  Use.  Safety  and  ettectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  hove  usually  been  excluded 
In  domestic  placebo-controlled  Iriols,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  In 
clinical  sludies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases.  Ihe  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  os  well 
os  their  frequency  ot  presentation  are  edema  (2  4%), 
headache  (2  1 %),  nausea  (I  9%).  dizziness  (I  5%). 
rash  (I  3%).  asthenia  (12%)  In  addition,  the  following 
events  were  reported  infrequently  (less  than  I %) 

Angina,  arrhythmia.  AV  block  (first 
degree).  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormaltly,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia  constipation,  diarrhea, 
dysgeusio,  dyspepsia,  mild 
elevations  ot  alkaline  phosphatase. 
SGOT  SGPT  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pniritus,  photosensitivity, 
urticaria 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  noctuna,  osteoarticular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  hove  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  mutttforme.  and 
leukopenia  Elowever  a definitive  cause  and  etfect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.I.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 
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1 625  25th  Street  North 
Birmingham,  Alabama 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  >\uthority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage , etc . , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged.  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top.  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C.  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 
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25 
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810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to; 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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The  ‘Me  First’  Society 


There  are  many  indices  of  the  weakening  moral  fiber 
of  Americans,  including  but  not  limited  to  the 
more  obvious  ones  in  the  news  lately. 

One  of  the  most  alarming  examples  of  decay  in  the 
national  character  is  one  that  directly  affects  the  future 
of  medical  care:  the  erosion  of  the  sense  of  individual 
responsibility. 

We  see  this  constantly  in  many  ways.  One  that  im- 
mediately comes  to  mind  is  the  repeated  poll  finding 
that  Americans  would  (A)  love  to  have  national  health 
insurance  with  all  their  health  care  paid  for  by  some- 
body but  (B)  not  if  they  have  to  pay  for  it. 

This  is  revealing  of  the  destructive  effects  of  the 
welfare  mentality  that  seems  to  have  reached  virtually 
all  segments  of  national  life.  Just  as  we  find  the  or- 
ganized poor  loudly  insisting  that  the  country  owes 
tham  a comfortable  living,  so  do  we  see  the  rich  de- 
manding what  is  little  different  — national  subsidy 
through  tax  exemption. 


Senator  Russell  Long  of  Louisiana,  who  recently 
called  it  quits  in  Washington,  probably  had  more  ex- 
perience than  any  living  American  with  the  attitudes 
of  Americans  here  in  the  last  decades  of  the  20th  Cen- 
tury. He  often  described  this,  in  that  homey  way  of 
his,  as  being  essentially  this:  “Don’t  tax  him  and  don’t 
tax  me,  tax  that  fellow  behind  the  tree.’’ 

From  the  ghettos  of  Harlem  to  the  boardrooms  of 
major  corporations,  everyone  seems  to  be  intent  on 
getting  what  they  can  from  the  “government,’’  one 
way  or  another,  and  shifting  their  responsibility  to  the 
rest  of  the  nation. 

That  was  evident  last  year  when  Congress  rewrote 
the  income  tax  laws.  It  achieved  this,  against  all  odds, 
by  simply  sealing  off  Gucci  Gulch  (as  the  lobbyists' 
corridor  is  called)  and  achieving  a kind  of  safety  in 
numbers  by  hitting  almost  everyone. 

Certainly  the  weakening  of  personal  responsibility 
is  blatantly  evident  in  the  national  woes  of  Medicaid. 
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Family  members  feel  no  responsibility  for  their  aged 
and  ailing.  On  the  contrary,  they  feel  that  it  is  another 
constitutional  right  of  citizenship  that  the  state  ware- 
house their  unwanted  old  folks. 

At  first  blush,  that  may  seem  a separate  problem 
from  the  recent  misadventures  of  Gary  Hart  and  Evan- 
gelist Jim  Bakker.  But  some  of  the  pundits  in  the  field 
don’t  think  so.  Carlfred  Broderick,  a sociology  pro- 
fessor at  use,  says  increased  emphasis  on  what  he 
calls  “personhood,”  as  opposed  to  duty,  has  helped 
unravel  traditional  family  obligations. 

Both  Hart  and  Bakker  can  be  seen.  Professor  Brod- 
erick says,  as  manifestations  of  the  personhood  cult. 
The  focus  in  such  cases,  Broderick  stresses,  is  on  self, 
under  the  banner  of  “personal  fulfillment.”  Tension 
in  today’s  families,  Broderick  continues,  derives  largely 
from  this  same  overemphasis  on  self  to  the  exclusion 
of  the  family  unit  or  society  at  large. 

The  “moral  relativism”  of  our  time,  the  abominable 
“me  first”  philosophy,  derives  directly  from  the  an- 
tisocial theories  of  the  German  philosopher  Friedrich 
Wilhelm  Nietzsche  (1844-1900),  whose  theories  were 
also  embraced  by  the  Third  Reich.  Moral  relativism 
can  rationalize  almost  anything  that  anyone  wants  to 
rationalize.  The  monstrous  doctrine  that  self-gratifi- 
cation is  the  primary  goal  of  life  has  spread  across  this 
country,  from  the  greedy  malefactors  on  Wall  Street 
to  the  militant  “poverty  pimps”  in  the  inner  cities. 
(That  phrase,  by  the  way,  was  coined  by  an  icono- 
clastic black  leader  to  describe  those  who  feed  on 
handouts  to  the  organized  poor,  social  workers  and 
other  intermediaries  with  a vested  interest  in  the  rising 
expectations  of  those  who  have  made  being  poor  a 
profession. ) 

Irene  Goldenberg,  a UCLA  psychology  professor, 
underscores  the  views  of  Professor  Broderick.  The  cult 
of  personality,  she  says,  has  brought  about  the  selfish 
American  view  toward  the  responsibilities  of  marriage 
and  other  commitments.  Placing  self  above  all  leaves 
nothing  for  any  lasting  union  or  any  group  interest. 
Today’s  children,  she  says,  “are  taking  care  of  them- 
selves first.” 

But  before  we  blame  it  all  on  the  young,  let  it  be 
clearly  noted  that  many  of  their  elders  have  provided 
the  role  models  for  the  ghastly  notion  that  self  is  every- 
thing. Such  a belief  may  have  been  sprouted  in  the 
fertile  soil  of  the  60s  but  it  now  seems  to  cut  across 
all  lines  of  age  and  social  standing. 


As  we  move  into  the  celebration  of  the  bicentennial 
of  our  Constitution,  to  which  millions  pay  lip  service 
without  reading  or  understanding,  let  it  be  said  that 
this  document  emphasized  individual  responsibility. 

Its  negative  proscriptions  simply  directed  that  no 
one,  under  whatever  color  of  authority,  may  interfere 
with  the  peaceful  work  and  individual  duty  of  the  na- 
tion’s citizens  as  they  pursue  life,  liberty  and  happi- 
ness. 

It  was  a document  of  faith  in  the  higher  purpose 
served  by  man’s  duty  to  the  common  good.  It  was,  as 
many  have  pointed  out,  a straightforward  expression 
of  the  Calvinist  belief  in  an  ultimate  moral  right  to 
which  sinful  man  could  aspire  by  working  hard,  living 
right  and  contributing  to  the  good  of  his  fellows  and 
his  country. 

It  was  as  far  from  moral  relativism  of  the  1980s  as 
is  possible  to  imagine.  It  stressed  freedom,  yes,  but 
the  heavy  obligations  of  freedom  rather  than  the  license 
of  self-indulgence  so  fashionable  in  our  land  today. 

How  all  this  bears  on  the  present  state  of  the  future 
of  medicine  seems  to  me  fairly  clear:  failing  a return 
to  older  moral  codes  and  the  uniquely  American  belief 
that  each  of  us  shares  a heavy  responsibility  to  pay 
our  own  way  and  shoulder  the  burdens  of  family,  there 
is  not  going  to  be  any  surcease  in  the  demand  from 
all  quarters  that  society  owes  us  everything  while  we 
owe  it  nothing. 

There  have  been  times  lately  when  the  Founding 
Fathers  would  have  wept  and  despaired  of  their  han- 
diwork in  creating  what  John  Gunther  has  called  (in 
Inside  U.S.A.)  “the  only  country  deliberately  founded 
on  a good  idea.” 

Until  the  vogue  idea  of  personhood  and  self,  which 
has  become  a license  for  any  behavior  at  all,  is  re- 
dedicated to  the  original  concept  of  duty  and  respon- 
sibility as  the  first  order  of  citizenship,  many  fear  for 
the  future  of  the  Republic. 

Maybe  just  thinking  about  Independence  Day  this 
month  triggered  this  rather  pessimistic  sermon,  but  I 
know  many  physicians  share  these  sentiments.  0 
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Medicare  Reform 


There  are  two  popular  myths  that  tend  to  becloud 
any  realistic  discussion  of  the  Medicare  program 
and  its  perennial  funding  crisis; 

The  first  myth  is  that  beneficiaries  are  only  receiving 
what  they  paid  for  in  insurance  while  they  were  work- 
ing; 

The  second  myth  is  that  health  care  is  a new  kind 
of  right,  an  entitlement  that  goes  along  with  being  an 
American  citizen. 

The  first  myth  has  been  systematically  debunked  by 
those  whose  job  it  is  to  keep  books  on  the  program: 
average  benefits  are  many  times  the  average  pay-in. 

The  second  myth  owes  its  vitality  to  the  country’s 
50-year  experiment  with  the  welfare  state.  After  a gen- 
eration or  two  of  any  welfare  program,  it  is  embraced 
as  a fundamental  privilege  of  citizenship,  akin  to  life, 
liberty  and  the  pursuit  of  happiness. 

I said  “welfare  program”  in  reference  to  Medicare; 
in  doing  so,  it  is  obvious  that  I am  not  a politician. 


No  Congressman  would  dare  call  it  what  it  is,  prefer- 
ring to  kowtow  to  the  notion  broadcast  by  the  gray 
panthers  that  they  have  paid  for  this  “insurance”  (which 
it  only  remotely  resembles)  and  that  they  have  a right 
to  perpetual  care  by  the  government  because  they  earned 
it.  And  if  they  didn’t  earn  all  of  it,  they  are  still  entitled 
to  it  as  a right. 

These  fallacies  are  by  now  so  deeply  engrained  in 
the  public  consciousness  that  to  mention  them  is  to 
risk  being  labeled  anti-elderly. 

Two  AMA  Councils  — those  on  Legislation  and 
Medical  Service  — spent  years  studying  the  problem 
of  sound,  fiscal  reform  of  the  Medicare  system.  Their 
study,  completed  and  endorsed  last  year,  was  premised 
on  the  undeniable  fact  that  Medicare  is  headed  for 
bankruptcy;  that  each  beneficiary  is  currently  sup- 
ported by  four  workers  paying  taxes,  but  that  before 
the  middle  of  the  next  century  that  one  retiree  will  be 
supported  by  only  two  workers;  that  by  the  year  2010, 
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no  more  distant  in  one  direction  than  the  inception  of 
Medicare  in  the  other.  Medicare  will  be  $1  trillion  in 
debt.  And  so  on. 

The  study  (Report  MM,  AM  A Board  of  Trustees, 
June  1986)  was  also  prompted  by  the  growing  aware- 
ness of  a glaring  social  inequity  — the  pay-as-you-go 
system  is  in  fact  an  inter-generational  transfer  of  re- 
sources, with  the  young  being  taxed  to  support  the  old, 
with  the  result  that  the  young  of  America,  for  the  first 
time  in  the  nation’s  history,  are  said  to  be  worse  off 
than  the  preceding  generation. 

The  system  is  also  presently  flawed,  the  AMA 
Council  found,  because  it  has  no  mechanism  for  eq- 
uitable means  testing;  no  provision  for  catastrophic 
experiences  of  the  very  kind  that  should  be  protected 
first  in  a true  insurance  program;  and  it  is  heavily 
burdened  by  government  regulation  (regulation,  I has- 
ten to  add,  that  is  primarily  concerned  with  the  ra- 
tioning of  care,  although  this  is  never  admitted,  of 
course). 

The  AMA  Councils  recommended  in  their  report, 
embraced  by  the  Board  of  Trustees  and  the  House  of 
Delegates,  a proposed  program  that  has  these  goals; 

• Maintain  access  to  affordable  high  quality  health 
care  for  the  elderly; 

• Provide  a prefunded  program,  instead  of  the  pres- 
ent pay-as-you-go  system; 

• Provide  for  comprehensive  protection,  including 
catastrophic  coverage; 

• Provide  for  equitable  means  testing; 

• Provide  benefits  via  the  private  sector,  through  a 
variety  of  means,  recognizing  that  a voucher  would 
provide  a beneficiary  with  a choioce  of  his  source  of 
coverage; 

• Allow  for  additional  contributions  to  IRAs  for 
funding  supplemental  elderly  health  care  expense; 

• Provide  for  a gradual  increase  in  age  of  eligibility. 

The  AMA  plan  proposes,  at  some  length,  specific 

mechanisms  for  achieving  these  goals.  But  the  Board 
of  Trustees  emphasized,  as  I do  in  outlining  the  plan, 
that  alterations  may  be  necessary.  Still,  it  is  a sincere, 
comprehensive  attempt  to  bring  order  out  of  the  present 
chaos. 

It  approaches  this  from  the  standpoint  of  true  in- 
surance, which  the  present  Medicare  program  is  not 
(although  Congressmen  insist  it  is),  guaranteeing  uni- 
versal eligibility  based  on  age  but  approaching  the 
solution  with  an  actuarially  sound  and  prefunded  con- 
cept. 

Some  details  of  the  AMA  plan: 

• Provides  catastrophic  protection  and  means  test- 
ing with  out-of-pocket  spending  limits  for  most  ben- 
eficiaries set  at  $2,500  a year  for  individuals  and  $3,750 
for  families  (typically,  husband  and  wife).  The  limits 
on  out-of-pocket  expenses  are  reached  by  combining 
a uniform  coinsurance  limit  with  a deductible  that  var- 
ies in  amount  relative  to  individual  and  family  income. 


Following  enactment,  each  eligible  individual  and 
family  (husband-wife)  would  receive  an  annual  voucher 
for  the  purchase  of  an  adequate  benefit  policy  from  an 
approved  insurance  carrier  or  other  health  plan.  The 
voucher  amount  would  differ  according  to  geographic 
area  and  would  reflect  the  applicable  deductible  and 
coinsurance. 

The  proposal  allows  for  additional  and  significant 
contributions  to  IRAs,  and  for  tax-free  withdrawals 
from  such  IRAs  for  health  expenses  after  reaching 
eligibility  age. 

There  would  be  a gradual  increase  in  age  of  eligi- 
bility for  benefits  under  the  new  program,  with  that 
age  increased  from  65  to  67  at  the  rate  of  three  months 
per  year. 

The  new  program  would  be  financed  by  eliminating 
the  current  1.45%  payroll  tax  on  employees  and  re- 
placing it  with  an  initial  tax  of  1.75%  on  adjusted  gross 
income  up  to  $100,000. 

For  about  95%  of  individuals,  this  would  mean  a 
net  increase  of  three-tenths  of  one  percentage  point  in 
their  tax  obligation. 

The  payroll  tax  on  employers  would  be  continued, 
with  a modest  (less  than  1 percentage  point)  increase 
in  the  current  1.45%  rate. 

Although  the  initial  tax  rates  for  both  employers  and 
individuals  under  the  Councils’  proposal  are  slightly 
higher  than  existing  rates  under  the  Medicare  program, 
the  future  rates  for  the  new  program  are  considerably 
less  than  those  combined  payroll  and  general  revenue 
taxes  (and  Part  B premium  costs)  which  would  be 
needed  in  the  future  to  fund  the  current  Medicare  pro- 
gram on  a fiscally  sound  basis. 

The  last  words  of  the  preceding  paragraph  are  im- 
portant: “to  fund  the  current  Medicare  program  on  a 
fiscally  sound  basis.’’ 

I am  not  an  actuary;  I know  little  about  the  specifics 
of  funding.  But  I do  know  that  AMA’s  general  ap- 
proach, through  an  actuarially  designed  self-prefunded 
program,  is  essential  if  Medicare  is  to  survive  in  a 
shape  approaching  that  Congress  intended  when  it 
launched  the  program.  0 
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Another  Opinion 


Editor,  Alabama  Medicine: 

In  his  essay  “Economics,  Frigonomics  and  Medical 
Care,”  [Alabama  Medicine,  May  1987]  Dr.  Anderson 
mistakes  his  point  about  the  ineffectiveness  of  market 
forces  in  controlling  the  cost  of  medical  care.  There 
has  been  no  “cost”  incentive  since  the  onset  of  prepaid 
“medical  insurance.”  Since  the  service  is  perceived 
as  “free”  at  the  time  of  service,  there  is  no  incentive 
to  limit  service  to  the  bare  essentials  or  to  the  cheapest 
provider.  Instead,  there  is  an  incentive  to  get  all  you 
can  for  what  you  have  already  paid.  This  can  only  be 
corrected  by  restoring  a system  that  applies  cost  at  the 
time  of  service. 

However,  this  would  involve  another  conflict,  and 
Dr.  Anderson  correctly  recognizes  the  evils  inherent 
in  the  idea  that  those  who  produce  the  wealth  should 
derive  greater  benefit  from  it  than  those  who  don’t. 
Thus  the  only  way  to  be  fair  to  everybody  is  to  let  the 
marvelously  efficient  and  compassionate  federal  bu- 
reaucracy provide  all  health  care,  thus  avoiding  so 
much  of  the  costs  and  inequities  of  the  present  system. 

However,  I foresee  further  problems  arising.  As 
economical  medical  care  becomes  universally  avail- 
able, it  will  soon  be  realized  that  a great  deal  of  pain, 
suffering  and  expense  is  due  to  rugged  individualists 
in  such  ways  as  drunken  driving,  speeding,  passing 
on  hills,  not  to  mention  the  accidents  in  motorcycling, 
hang  gliding,  surfing,  football  and  other  violent  sports. 


Naturally,  these  must  be  outlawed,  but  the  problem 
of  transportation  remains.  This  could  best  be  solved 
by  calling  upon  the  expertise  found  in  our  federally 
funded  mass  transportation  systems  to  set  up  a uni- 
versal system  of  free  transportation  that  would  elim- 
inate the  necessity  for  the  private  automobile. 

Also  it  would  be  recognized  that  much  sickness  is 
due  to  improper  diet.  The  answer  to  this  is  also  simple. 
Merely  outlaw  all  private  food  outlets  (groceries,  res- 
taurants, etc.)  and  set  up  a universal  system  of  cafe- 
terias so  that  each  person  is  served  a nutritious  meal 
in  a cafe  operated  by  the  federal  bureaucracy.  By  means 
of  the  computer  and  the  ever-present  identification  card, 
it  would  be  practical  to  serve  each  person  the  diet  he 
needs,  rather  than  cater  to  his  uninformed  desires.  Thus 
would  the  problems  of  malnutrition  be  eliminated. 

Doubtless  as  we  move  toward  perfection,  other 
problems  would  surface  which  could  also  be  solved 
by  the  beneficient  federal  bureaucracy.  Thus  we  would 
soon  attain  to  that  state  of  bliss  found  in  Russia,  Red 
China  and  Cuba,  and  other  totalitarian  countries. 

John  R.  Ledbetter,  Jr.,  M.D. 

Rogersville,  AL  36652 
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Pneumocystis  Carinii  Pneumonia 
— Changing  Status 

LeRoy  F.  Harris,  M.D.* 


Abstract 

The  changing  status  of  an  infection  is  ex- 
emplified well  by  Pneumocystis  carinii  pneu- 
monia. The  protozoan  infection  originally  was 
described  in  malnourished  infant  orphans,  then 
in  immunosuppressed  hosts  and  recently  in  pa- 
tients with  the  acquired  immunodeficiency 
syndrome  (AIDS).  The  classical  clinical  man- 
ifestations of  abrupt  onset  of  fever,  dyspnea, 
tachypnea,  cough,  arterial  hypoxemia  and  bi- 
lateral perihilar  interstitial  infiltrates  on  chest 
x-ray  may  be  more  insidious,  not  as  pro- 
nounced or  atypical  in  patients  with  AIDS.  Di- 
agnosis requires  demonstration  of  character- 
istic organisms  in  Gomori  methenamine  silver 
or  Giemsa  stained  lung  tissue  or  pulmonary 
secretions  obtained  by  open  lung  biopsy,  needle 
aspiration  or  bronchoscopy.  In  AIDS  patients 
bronchoscopy  with  bronchoalveolar  lavage  and 


* Clinical  Associate  Professor  of  Medicine,  School  of  Primary  Medical  Care, 
University  of  Alabama  in  Huntsville,  410  Lowell,  Huntsville,  Alabama  35801. 


transbronchial  biopsy  has  proven  extremely  ef- 
ficacious. The  first  effective  treatment  of  pneu- 
mocystis  pneumonia  was  pentamidine  which 
was  supplanted  by  trimethoprim-sulfamethox- 
azole. Recent  experience  in  patients  with  AIDS 
has  revealed  an  astonishingly  high  incidence 
of  adverse  reactions  associated  with  the  admin- 
istration of  trimethoprim-sulfamethoxazole. 
Chemoprophylaxis  with  trimethoprim-sulfa- 
methoxazole has  been  successful  in  patients  with 
cancer  and  in  bone  marrow  transplants  but 
the  frequent  occurrence  of  toxic  side  effects 
renders  this  antibiotic  unsuitable  as  a prophy- 
lactic agent  in  AIDS  patients. 


Pneumocystis  Carinii  Pneumonia  — 
Changing  Status 

Nowhere  is  the  changing  status  of  an  infection  bet- 
ter exemplified  than  by  Pneumocystis  carinii 
pneumonia'  and  in  a limited  fashion  our  experience  in 

continued  on  page  17 
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Pneumocystis  Carinii  Pneumonia 

continued  from  page  14 

Huntsville  parallels  this  alteration.  The  infection  also 
is  assuming  increasing  importance  because  of  its  com- 
mon occurrence  in  the  acquired  immunodeficiency 
syndrome  (AIDS).^  Thus,  it  behooves  us  as  physicians 
to  review  pneumocystis  infection  because  of  the  high 
likelihood  of  encountepng  it  in  our  practices. 

Materials  and  Methods 

We  reviewed  the  charts  of  all  patients  admitted  to 
the  three  city  and  county  hospitals  of  Huntsville,  Al- 
abama, for  the  seven  year  period,  1980-1986,  with  a 
diagnosis  of  P.  carinii  pneumonia.  Pneumocystis 
pneumonia  was  diagnosed  when  three  or  more  typical 
organisms  were  visualized  in  specimens  of  lung  tissue 
or  pulmonary  secretions  obtained  by  open  lung  biopsy 
or  bronchoscopy. 

Results 

Table  1 describes  the  epidemiologic  and  clinical  fea- 
tures of  seven  cases  of  P.  carinii  pneumonia.  The  first 
case  was  diagnosed  in  1983,  the  next  case  in  1985  and 
the  remaining  five  cases  in  1986.  The  patients  ranged 
in  age  from  26  to  66  years  and  averaged  42  years.  All 
except  one  of  the  patients  were  male  and  all  but  two 
of  the  patients  were  afflicted  with  AIDS  as  an  under- 
lying disease.  One  patient  each  had  breast  cancer  and 
lymphoma,  respectively.  Two  of  the  patients  were  re- 
ceiving chemotherapy  for  their  malignancies  and  cor- 
ticosteroids were  being  administered  in  only  one  pa- 
tient. Dyspnea  and  cough  were  the  most  frequent 
symptoms  followed  by  weight  loss  and  fever.  The 
patients’  maximum  temperature  during  the  first  24  hours 
of  hospitalization  extended  from  99.6  to  103°  F and 
averaged  101.6°  F. 

Table  11  delineates  the  laboratory  and  radiologic  data, 
diagnosis,  treatment  and  outcome  of  seven  cases  of 
pneumocystis  pneumonia.  The  leukocyte  count  on  ad- 


mission to  the  hospital  ranged  from  3300  to  8700  cells 
per  cu  mm  and  averaged  5914  cells  per  cu  mm.  The 
arterial  blood  oxygen  level  on  room  air  extended  from 
37.6  to  86.9  mm  Hg  and  averaged  63.2  mm  Hg.  Bi- 
lateral infiltrates  were  identified  on  chest  x-ray  in  all 
but  one  patient  and  were  located  in  diffuse,  perihilar, 
upper  lobe,  mid  lung  and  basilar  patterns.  Diagnosis 
was  accomplished  by  open  lung  biopsy  in  two  patients 
and  by  bronchoscopy  in  the  other  five  patients.  At 
bronchoscopy  bronchoalveolar  lavage  detected  orga- 
nisms in  three  of  five  patients  while  transbronchial 
biopsy  disclosed  P.  carinii  in  four  of  five  patients.  All 
patients  except  one  initially  were  treated  with  trimeth- 
oprim-sulfamethoxazole but  four  patients  were  switched 
to  pentamidine  because  of  complications  (rash,  aplas- 
tic anemia,  delirium,  leukopenia)  or  lack  of  improve- 
ment. All  patients  receiving  pentamidine  tolerated  the 
drug  well.  Two  of  seven  patients  died  during  hospi- 
talization for  a 28.5  percent  mortality  rate. 

Discussion 

Pneumocystis  carinii  is  classified  as  a protozoan 
organism  but  never  has  been  grown  in  vitro  nor  trans- 
mitted from  humans  to  laboratory  animals.  In  tissue 
P.  carinii  is  identified  by  the  Gomori  methenamine 
silver  stain  as  a thick  walled  cyst  measuring  four  to 
six  mm  in  diameter  and  containing  up  to  eight  oval 
bodies.  The  underlying  lung  tissue  demonstrates  foamy 
eosinophilic,  honeycombed  material  located  in  the  al- 
veolar spaces.  In  lung  imprints  and  bronchial  washings 
trophozoite  forms  are  visualized  by  the  Giemsa  stain. 
Infection  in  humans  is  limited  to  the  lungs. ^ 

Pneumocystis  infection  in  humans  first  was  de- 
scribed in  1938  and  epidemics  ofP.  carinii  penumonia 
called  plasma  cell  interstitial  pneumonitis  occurred 
during  and  following  World  War  II  in  malnourished 
infants  housed  in  orphanages  in  Central  Europe.  Dur- 
ing the  1960s  and  1970s  pneumocystis  was  described 
as  a respiratory  pathogen  in  immunosuppressed  hosts 
including  children  with  congenital  immunodeficiency 


TABLE  I 

Pneumocystis  Carinii  Pneumonia  — Epidemiologic  and  Clinical  Features 


Case 

No. 

Year  of 
Diagnosis 

Age 

(Years) 

Sex 

Underlying 

Disease 

CMT* 

CSTt 

Symptoms-Duration 

Temperature 

(°F)t 

1 

1983 

66 

M 

AIDS 

No 

No 

Dyspnea,  weight  loss-1  mo. 

102.8 

2 

1985 

36 

M 

AIDS 

No 

No 

Dyspnea,  cough,  weight  loss-5  mo 

99.6 

3 

1986 

26 

M 

AIDS 

No 

No 

Dyspnea,  cough,  weight  loss-2  wk 

101.6 

4 

1986 

31 

M 

AIDS 

No 

No 

Dyspnea,  cough,  weight  loss-5  wk 

101.4 

5 

1986 

39 

M 

AIDS 

No 

No 

Cough,  weight  loss,  fever-5  wk 

102 

6 

1986 

65 

F 

Breast 

Cancer 

Yes 

No 

Cough,  fever-2  d 

101 

7 

1986 

30 

M 

Lymphoma 

Yes 

Yes 

Dyspnea,  cough,  fever-2  d 

103 

* Chemotherapy 
t Corticosteroids 

f Maximum  temperature  during  first  24  h of  hospitalization 
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states  and  leukemia,  adults  with  malignancies  and 
transplants  and  recipients  of  corticosteroids/  Recently 
the  incidence  of  pneumocystis  infection  has  soared  and 
AIDS  has  become  the  commonest  disorder  predispos- 
ing to  it.  Pneumocystis  carinii  pneumonia  also  is  the 
commonest  pulmonary  and  life  threatening  infection 
in  AIDS  patients.'  In  our  series  all  cases  except  one 
were  diagnosed  in  1985  and  1986  and  five  of  seven 
infections  were  associated  with  AIDS.  Only  two  of 
our  patients  received  chemotherapy  and  corticosteroids 
were  administered  to  a single  patient. 

The  classic  clinical  manifestations  of  P.  carinii 
pneumonia  are  the  abrupt  onset  of  fever,  dyspnea, 
tachypnea  and  nonproductive  cough.  Arterial  hypox- 
emia invariably  is  encountered  and  chest  x-ray  dis- 
closes bilateral  perihilar  interstitial  infiltrates  described 
as  a “butterfly”  pattern.  It  has  not  been  unusual  to 
observe  the  onset  of  symptoms  as  corticosteroids  are 
withdrawn  or  reduced  in  dosage.^  This  classic  picture 
is  contrasted  with  that  observed  in  patients  with  AIDS. 
The  onset  of  symptoms  is  more  insidious  and  in  ad- 
dition to  fever,  dyspnea  and  cough,  malaise,  chills  and 
chest  pain  occur.  Patients  exhibit  less  hypoxemia  and 
infiltrates  on  chest  roentgenogram  may  be  unilateral 
and  confined  to  upper  or  lower  lung  fields.  In  up  to 
five  percent  of  cases  the  chest  x-ray  is  clear.  ^ Our 
experience  in  part  corroborates  this  dichotomous  pic- 
ture. In  patients  without  AIDS  fever,  dyspnea  and 
cough  appeared  acutely  while  in  AIDS  patients  symp- 
toms were  more  chronic  and  also  included  weight  loss. 
However,  hypoxemia  and  chest  x-ray  findings  were 
similar  in  both  groups. 


Definitive  diagnosis  of  pneumocystis  infection  re- 
quires demonstration  of  characteristic  organisms  in  lung 
tissue  or  pulmonary  secretions.  Prior  to  the  AIDS  ep- 
idemic open  lung  biopsy  was  the  most  productive 
method  for  diagnosis  closely  followed  by  closed  (per- 
cutaneous) lung  biopsy,  lung  (needle)  aspiration  and 
bronchoscopy  with  transbronchial  biopsy.^  In  AIDS 
patients  bronchoscopy  with  bronchoalveolar  lavage  and 
transbronchial  biopsy  has  proven  extremely  efficacious 
with  diagnostic  yields  of  greater  than  93  percent.  Both 
fixed  tissue  specimens  and  touch  imprints  should  be 
stained,  the  latter  with  a rapid  silver  stain  for  same 
day  results."  In  our  series  open  lung  biopsy  established 
the  diagnosis  in  two  patients  while  bronchoscopy  was 
diagnostic  in  five  patients.  In  these  five  patients  bron- 
choalveolar lavage  and  transbronchial  biopsy  proved 
to  be  complementary  procedures  with  one  being  often 
diagnostic  when  the  other  one  was  not  and  vice  versa. 

Noninvasive  tests  have  been  utilized  to  diagnose 
pneumocystis  pneumonia  with  variable  success.  Ar- 
terial blood  hypoxemia  has  been  the  hallmark  of  the 
infection  but  may  be  absent  in  up  to  22  percent  of 
AIDS  patients  and  nine  percent  of  patients  without 
AIDS.  The  single  breath  diffusing  capacity  for  carbon 
monoxide  has  been  exquisitely  sensitive  but  nonspe- 
cific and  likewise,  gallium  lung  scans  exhibited  a 98 
percent  sensitivity  but  only  a 47  percent  specificity. 
Of  note,  10  percent  of  positive  scans  in  patients  in 
whom  pneumocystis  pnuemonia  subsequently  was 
documented  were  accompanied  by  a simultaneous  nor- 
mal chest  x-ray.® 

Serologic  tests  for  P.  carinii  pneumonia  has  not 


TABLE  II 


Pneumocystis  Carinii  Pneumonia  — Laboratory  and  Radiologic  Data,  Diagnosis,  Treatment  and  Outcome 


Case 

No. 

WBC 
(Cells!  cu 
mm)* 

PO, 

(mmHg)t 

Chest 

X-Ray 

Diagnostic 

Procedure 

Treatment- 

Complications 

Outcome 

1 

8000 

47.5 

Bilateral  perihilar  interstitial  infiltrates 

OLBJ: 

SXT§-rash,  aplastic  anemia 
pentamidine 

Live 

2 

3700 

86.9 

Diffuse  bilateral  infiltrates 

BALII 
TBBx  # 

SXT 

Live 

3 

3300 

66.2 

Bilateral  upper  lobe  patchy  infiltrates 

BAL 

TBBx 

SXT-delirium,  leukopenia 
pentamidine 

Live 

4 

4800 

58.5 

Right  upper  lobe  infiltrate 

BAL 

TBBx 

pentamidine 

Die 

5 

7700 

82.6 

Left  mid  lung  and  right  lower  lobe 
infiltrates 

BAL 

TBBx 

SXT-leukopenia  pentamidine 

Live 

6 

5200 

37.6 

Bilateral  patchy  infiltrates 

OLB 

SXT 

Die 

7 

8700 

63.3 

Bilateral  basilar  interstitial  inTdtrates 

BAL 

TBBx 

SXT-no  improvement 
pentamidine 

Live 

Leukocyte  count  on  admission  to  hospital 
t Arterial  blood  oxygen  level  on  room  air 
t Open  lung  biopsy 
§ Trimethoprim-sulfamethoxazole 

II  Bronchoalveolar  lavage  performed  during  bronchoscopy 
# Transbronchial  biopsy  performed  during  bronchoscopy 
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proven  diagnostically  useful.  Antibody  to  P.  carinii 
has  been  detected  in  up  to  80  percent  of  normal  chil- 
dren by  age  four  years  and  seroconversion  or  increase 
in  antibody  titer  frequently  does  not  occur  during  active 
infection.  Determination  of  pneumocystis  antigen  has 
yielded  discordant  results.  An  early  study  detected  an- 
tigen in  79  to  95  percent  of  patients  with  pneumocystis 
pneumonia  but  in  no  normal  control  subjects  nor  in 
patients  with  pneumonitis  due  to  other  pathogens.’  Un- 
fortunately, more  recent  studies  have  not  confirmed 
these  favorable  results.' 

A vigorous  diagnositc  approach  has  been  recom- 
mended for  pulmonary  infiltrates  in  immunocompro- 
mised hosts  in  general  and  in  AIDS  patients  in  partic- 
ular. Although  empiric  antipneumocystis  therapy  has 
been  advocated  in  high  risk  patients  with  a compatible 
clinical  picture  other  etiologies  of  the  pulmonary  pa- 
thology exist  and  will  be  missed  with  empiric  treat- 
ment. An  invasive  procedure  is  urged  and  both  in  our 
experience  and  the  experience  of  others  bronchoscopy 
with  bronchoalveolar  lavage  and  transbronchial  biopsy 
has  proven  efficacious  and  safe.^  Preliminary  results 
of  sputum  examination  and  nonbronchoscopic  bron- 
choalveolar lavage  for  the  detection  of  P.  carinii  in 
patients  with  AIDS  are  encouraging  and  deserve  fur- 
ther study.*-  ^ 

The  first  effective  treatment  of  pneumocystis  pneu- 
monia was  pentamidine,  an  aromatic  diamidine  sup- 
plied in  the  United  States  as  the  isethionate  salt.'°  Pen- 
tamidine reduced  the  mortality  rate  from  50  percent  to 
under  four  percent  during  epidemics  in  Central  Eu- 
ropean infants"'  and  from  100  percent  to  under  40  per- 
cent in  immunocompromised  patients.  Pentamidine  is 
administered  as  a single  daily  dose  of  four  mg  per  kg 
body  weight  by  the  intramuscular  or  intravenous  route. 
Adverse  reactions  include  pain  at  the  injection  site, 
hypotension,  nephrotoxicity,  bone  marrow  depression, 
hepatoxicity,  hypoglycemia  and  hyperglycemia.'" 

Approximately  20  years  ago  treatment  with  the  fo- 
late antagonists,  pyrimethamine  combined  with  either 
sulfidoxine  or  sulfidiazine,  was  demonstrated  to  be 
efficacious.  In  the  last  decade  another  pair  of  folate 
antagonists,  the  combination  of  trimethoprim-sulfa- 
methoxazole, has  emerged  as  the  treatment  of  the  choice 
for  P.  carinii  pneumonia.  The  antibiotic  is  adminis- 
tered orally  or  intravenously  in  a dose  of  20  mg  per 
kg  body  weight  of  trimethoprim  and  100  mg  per  kg 
body  weight  of  sulfamethoxazole  divided  into  three  or 
four  equal  portions  and  continued  for  10-14  days.*  In 
a comparative  study  in  children  with  cancer  trimeth- 
oprim-sulfamethoxazole proved  as  effective  as  and 
produced  fewer  toxic  side  effects  than  pentamidine. 
The  overall  mortality  rate  of  24  percent  was  similar  in 
both  groups." 

More  recent  experience  with  the  use  of  trimetho- 
prim-sulfamethoxazole for  pneumocystis  pneumonia 
in  patients  with  AIDS  has  revealed  an  astonishingly 


high  incidence  of  adverse  reactions  consisting  of  fever, 
severe  rash,  nephrotoxicity,  bone  marrow  depression, 
hepatotoxicity  and  delirium.  A prospective  trail  showed 
a higher  (but  not  significantly  so)  fatality  rate  in  AIDS 
patients  treated  with  trimethoprim-sulfamethoxazole 
rather  than  pentamidine  and  an  overall  mortality  rate 
of  15  percent.  The  incidence  of  toxic  side  effects  was 
equal  in  both  treatment  groups.'*  The  optimal  duration 
of  therapy  is  unresolved  but  extension  of  the  conven- 
tional 10  to  14  day  regimen  to  three  to  four  weeks  is 
recommended.  Even  after  such  prolonged  therapy  two- 
thirds  of  patients  will  have  persistent  P.  carinii  on 
repeat  bronchoscopy.'  For  patients  not  responding  to 
one  antibiotic  at  the  end  of  four  days  of  treatment 
change  to  the  other  antimicrobial  agent  is  advocated. 
Reduction  of  immunosuppressive  therapy  may  en- 
hance the  chance  of  survival.*  In  our  experience  tri- 
methoprim-sulfamethoxazole treatment  was  associated 
with  a high  incidence  of  adverse  reactions  or  lack  of 
response  while  therapy  with  pentamidine  was  tolerated 
well  and  effective. 

Because  of  recurrence  rates  of  pneumocystis  pneu- 
monia of  up  to  five  percent  in  patients  with  malig- 
nancies and  50  percent  in  AIDS  patients,  chemopro- 
phylaxis has  been  suggested.  Trimethoprim- 
sulfamethoxazole  has  been  utilized  successfully  as  a 
prophylactic  agent  in  patients  with  cancer'*  and  in  bone 
marrow  transplants'  administered  in  a daily  dose  of  5 
mg  per  kg  body  weight  of  trimethoprim  and  25  mg 
per  kg  body  weight  of  sulfamethoxazole.  Unfortu- 
nately the  frequent  occurrence  of  toxic  side  effects 
renders  this  antibiotic  unsuitable  as  a prophylactic  agent 
for  patients  with  AIDS.'  0 
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Games  of  the 
“Medical  Revolution” 

David  A.  McLain,  M.D. 


There  are  many  new  games  that  have  been  intro- 
duced to  medicine  in  the  past  several  years.  These 
games  have  made  the  practice  of  medicine  more  chal- 
lenging than  ever. 

Not  only  do  we  have  to  try  to  diagnose  and  treat  our 
patients  accurately  and  with  compassion  and  discuss 
their  problems  with  them  and  their  family  members, 
but  we  also  now  have  many  games  that  we  must  play. 
For  those  who  haven’t  been  keeping  track,  here  are 
some  of  the  newer  games  that  have  been  introduced. 

Heads  You  Lose,  Tails  You  Lose:  This  is  a game 
for  three  players  that’s  fun  for  two.  Roll  the  dice  and 
the  loser  is  the  physician.  The  other  two  players  are 
an  attorney  and  an  insurance  executive.  The  game 
consists  of  a number  of  diagnostic  and  therapeutic 
decisions  for  the  physician.  “A  woman  presents  with 
headache  and  blurred  vision  — do  you  want  a CAT 
scan  of  the  brain?”  If  you  say  “yes,”  the  insurance 
executive  sends  you  a letter  asking  why  you  wanted 
this  unnecessary  test?  Was  it  preapproved?  Did  the 
patient  meet  the  criteria? 


If  you  say  “no”  to  the  CAT  scan,  you  receive  a 
letter  from  the  attorney  asking  how  you  could  be  so 
incompetent  as  to  miss  a brain  tumor  in  this  woman. 
Did  you  know  you  were  liable  for  not  ordering  a test 
that  was  clearly  indicated?  The  game  proceeds  with 
the  physician  cutting  back  his  practice  to  limit  liability, 
paying  high  malpractice  premiums,  and  spending  hours 
writing  insurance  companies  and  taking  depositions. 

Play  Doctor  Game:  Don’t  get  the  wrong  idea.  This 
isn’t  an  x-rated  game.  To  play  this  game  invite  your 
pharmacist,  a nurse  that  works  for  an  insurance  com- 
pany’s preadmission  department,  an  insurance  auditor, 
anyone!  Anyone  can  play  Doctor  these  days.  What 
took  you  years  of  hard  work  to  obtain  can  be  theirs  in 
no  time.  All  they  need  is  a book! 

The  game  starts  in  your  office  with  a sick  patient. 
You’ve  taken  care  of  this  woman  for  20  years  and  you 
know  her  like  one  of  your  family.  She’s  sick  and  you 
know  it.  Before  you  put  her  in  the  hospital,  however, 
you  must  first  call  Pittsburgh!  Call  Pittsburgh?  Yes, 

continued  on  page  25 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 
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60,073 patients  (90%)  who  steirted  on 

INDERAL  LA  stayed  on  INDERAL  LA'. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 


H UNUt-UAILY  H 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


'After  a 30-day  trial  w/ith  INDERAL  LA,  physicians  reported  that  90°''" 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best^_^ 
keeps  looking  better 


Please  see  nexi  page  lor  brief  summary  of  prescribing  inlormalion 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonselective  beta-adrenergic  receptor- 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  lollowing  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
ot  INDERAL  Tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  ol 
propranolol  resulting  from  the  slower  rale  ol  absorption  ol  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  ot  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
ettect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ol  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  m the  management  of 
hypertensive  emenaencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
Iona-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  tor  the  prophylaxis  ot  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  ol  hyper- 
trophic subaortic  stenosis,  especially  lor  treatment  ot  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  ot  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  IS  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  ol 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  - PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  ihhibitor  of  befa-recep- 
for  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  If  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbafion  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  ol  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  get  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone,  and  niampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  |ustifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL(propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocyfopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  fime  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous.  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS), 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  oplimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  or  several 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1 . INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutnn  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol 
atenolol  and  metoprolol  given  once  daily  Arch  Intern  Med  1985.  145  1321-1323 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
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hypertensive  emergencies 
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Introduction 


Responding  sensitively,  intelligently,  and  effectively  to  the 
growing  AIDS  crisis  is  one  of  the  crucial  public  health  problems 
facing  the  nation.  Prevention  and  control  of  the  disease  must  be  an 
essential  part  of  that  response  because  there  is,  at  present,  no 
known  cure  for  AIDS  patients. 

Recommendations  in  this  report  have  as  their  foundation  an 
overriding  concern  for  a judicious  balance  between  the  well-being  of 
HIV  positive  patients  and  the  protection  of  the  public  health. 

These  recommendations  are  based  upon  the  best  information  and  data 
available  at  present.  The  AMA  will  continuously  monitor  and  analyze 
developments  in  AIDS  and  update  AMA  policy  and  recommendations  as 
dictated  by  advances  in  knowledge. 

Education  continues  to  be  the  major  weapon  against  spread  of 
HIV  infection.  Physicians  should  assume  the  leadership  role  in 
educating  themselves,  their  patients  and  the  public.  Individuals  in 
society  also  must  assume  responsibility  for  being  well-informed  and 
for  actions  that  affect  their  own  health  and  the  health  of  others. 

In  developing  this  report,  the  Board  emphasizes  the  need  for 
concerted  and  cooperative  efforts  by  all  members  of  society  in  the 
fight  against  AIDS.  The  recommendations  outlined  below  are  designed 
to  help  in  successfully  confronting  this  challenge  to  society’s 
well-being. 

I.  Background 

A.  The  Current  Climate 


It  is  estimated  that  five  to  ten  million  people  are 
Infected  with  HIV  virus  worldwide.  AIDS  has  been  reported  in  more 
than  one  hundred  countries.  In  the  United  States  HIV-infected 
individuals  may  number  one  and  one-half  (1.5)  million,  approximately 

35.000  of  whom  have  been  reported  to  suffer  from  AIDS  and  more  than 

20.000  of  whom  are  dead. 
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The  U.S.  Public  Health  Service  has  projected  that  by  1991  there 
may  be  323,000  reported  patients  with  AIDS  and  as  many  as  200,000  of 
them  may  be  dead  by  that  time.  In  addition,  conversion  rates  of 
seropositive  people  to  AIDS  status  now  appear  to  be  higher  than 
early  preliminary  estimates.  Originally  under  20%  were  thought  to 
convert.  It  now  appears  that,  without  treatment  advances,  a much 
higher  percentage  will  develop  the  disease. 

Seventeen  percent  of  the  AIDS  cases  have  been  intravenous  drug 
abusers;  66%  have  been  homosexual/bisexual  men;  8%  have  been 
homosexual  male  IV  drug  users;  female,  heterosexual  male,  and 
pediatric  victims  Infected  by  the  transfusion  of  blood  or  blood 
products,  sexual  contact,  or  prenatally  in  the  case  of  Infants, 
account  for  the  bulk  of  the  balance. 

Polls  indicate  that  AIDS  has  become  the  highest  priority  health 
concern  of  the  American  public,  ahead  of  heart  disease  and  cancer. 

It  has  already  caused  changes  in  a variety  of  public  attitudes. 
Sexual  abstinence,  monogamous  relationships,  and  the  use  of  condoms 
are  being  widely  promoted  in  the  media  by  public  officials  and  many 
private  organizations.  IV  drug  abusers  are  being  counseled  to  use 
clean  needles  and  to  avoid  sharing  needles.  Education  on  the  sexual 
transmission  of  the  AIDS  virus  is  being  extended  to  school 
children.  The  nation  is  more  sensitive  to  the  rights  of  those 
afflicted  with  the  disease  to  be  free  from  discrimination, 
regardless  of  the  manner  by  which  they  became  Infected. 

B.  Historical  Control  Measures  for  Infectious  Diseases 

A primary  mode  of  transmission  of  AIDS  is  through  sexual 
contact,  and  the  control  efforts  for  sexually  transmitted  diseases 
(STD)  that  have  been  instituted  in  the  past  are  sources  of  analogies 
for  prevention  and  control  of  AIDS.  National  programs  to  control 
STDs  were  established  during  the  beginning  of  World  War  I.  For  the 
following  50  years  the  focus  was  almost  exclusively  on  the  control 
of  syphilis  and  its  complications.  During  World  War  II  rapid 
treatment  centers  for  syphilis  and  gonorrhea  were  established. 

Public  health  officials  instituted  limited  contact-tracing,  had  the 
authority  to  close  sex  bars  and  clubs,  to  order  tests  for 
prostitutes,  and,  most  importantly,  had  effective  therapy  to  offer. 
Widespread  availability  of  penicillin  led  to  the  dissolution  of  the 
rapid  treatment  centers  and  of  the  clinical  speciality, 
syphilology.  Every  state  in  the  Union  at  one  time  required  all 
persons  seeking  marriage  licenses  to  be  tested  for  syphilis.  During 
the  1950s  and  1960s  federal  assistance  programs  continued  to  support 
contact- tracing,  serological  screening,  and  patient  education. 

In  the  late  1960s  public  health  officials  were  concerned  about 
the  rapidly  escalating  cases  of  gonorrhea,  and  i^ro-’ects  were 
instituted  to  increase  case-finding  and  contact-tracing,  iu  1972 
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financial  assistance  for  STD  control  by  the  federal  government  was 
dramatically  increased  and  by  1982  gonorrhea  accounted  for  nearly 
three-fourths  of  the  federal  STD  dollar.  During  the  1970s  gonorrhea 
control  efforts  evolved  through  overlapping  phases  that  Included 
objectives  to  lower  disease  incidence  and  the  occurrence  of 
drug-resistant  bacteria,  focused  screening  on  high-risk  patients, 
intensified  follow-up  of  treatment  failures,  and  used  patient 
counseling  as  a means  of  increasing  compliance  with  therapy  and 
improving  contact- tracing.  The  latter  was  deemed  especially 
important  since  the  large  numbers  of  gonorrhea  cases  precluded  the 
intensive  follow-up  of  each  infected  case  that  had  been 
characteristic  of  the  syphilis  era. 

In  1982  the  World  Health  Organizatlon/Pan  American  Health 
Organization  (WHO/PAHO) identified  the  following  key  objectives  for 
intervention  to  reduce  STDs: 

1.  To  minimize  disease  exposure  by  reducing  sexual 
intercourse  with  persons  who  have  a high  probability 
of  infection. 

2.  To  prevent  infection  by  increasing  the  use  of  condoms 
or  other  prophylactic  barriers. 

3.  To  detect  and  cure  disease  by  implementing  screening 
programs,  providing  effective  diagnostic  and 
treatment  facilities,  and  promoting  health-seeking 
behaviors. 

4.  To  limit  complications  of  infections  by  providing 
early  treatment  to  symptomatic  and  asymptomatic 
infected  individuals. 

5.  To  limit  disease  transmission  within  the  community 
through  the  above  efforts. 

These  objectives  were  used  as  a framework  for  the  current 
United  States  program  regarding  STDs,  which  consists  of  the 
following  components: 

1.  Health  education  and  promotion. 

2.  Disease  detection  through  testing  and  other  means. 

3.  Appropriate  treatment. 

4.  Contact  tracing  and  patient  counseling. 

5.  Clinical  services. 
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6 . Training . 

7.  Research. 

C.  The  Challenge  of  AIDS  Control 


It  might  seem  reasonable  to  extend  the  experience  in 
preventing  the  spread  of  other  STD  infections  to  AIDS.  The 
objectives  established  by  WHO/PAHO  and  the  components  of  the  current 
national  STD  program  are  certainly  applicable  to  AIDS.  However, 

AIDS  presents  a much  different  social  problem  than  other  STD 
infections.  Since  there  is  no  cure  for  AIDS  and  no  protection 
beyond  avoiding  or  making  safer  intimate  contact  with  infected 
individuals,  those  infected  with  the  virus  must  be  sexually  isolated 
from  uninfected  persons.  A condom  barrier  offers  some  but  not 
complete  protection.  Avoidance  of  sexual  contact  and  use  of  shared 
needles  are  the  only  sure  protections. 

Further,  the  stigma  that  accompanies  a diagnosis  of  AIDS,  based 
on  fear  and  society's  attitude  toward  IV  drug  abusers  and 
homosexuals,  presents  a factor  beyond  the  control  of  the  infected 
Individual  or  medicine.  An  HIV-seropositive  individual  who  might 
live  five  years  or  much  longer  with  no  overt  health  problems,  once 
identified  in  a community,  may  be  subject  to  many  and  varied 
discriminations — by  family  and  loved  ones,  by  neighbors  and  friends, 
by  employers  and  fellow  employees,  and  by  other  providers  of 
services. 

As  with  prevention  and  control  of  all  contagious  diseases, 
prevention  and  control  of  AIDS  involves  two,  sometimes  competing, 
concerns.  First,  the  person  who  is  afflicted  with  the  disease  needs 
compassionate  treatment,  and  both  those  who  have  the  disease  and 
those  who  have  been  Infected  with  the  virus  should  not  be  subjected 
to  Irrational  discrimination  based  on  fear,  prejudice*  or 
stereotype.  Second,  and  of  critical  importance,  the  uninfected  must 
be  protected;  those  individuals  who  are  not  infected  with  the  AIDS 
virus  must  have  every  opportunity  to  avoid  transmission  of  the 
disease  to  them. 

II.  The  Need  for  a National  Policy  on  Aids 


Given  the  growing  dimensions  of  the  crisis  and  given  limited 
national  resources,  it  is  imperative  that  a national  policy  be 
developed  jointly  by  the  public  and  private  sectors.  Such  a policy 
must  seek,  in  a cost-effective  way,  to  achieve  fundamental-  national 
goals:  prevention,  treatment,  and  cure  — and  adequate  research  in 
all  three  areas.  A coherent  national  approach  to  this  modern  killer 
is  needed;  a comprehensive  Mue  print  for  a national  response,  not 
piecemeal  solutions.  Knowledge  of  the  disease  is  now  more  than  six 
years  old  and  the  growing  magnitude  of  the  problem  has  been  apparent 
for  nearly  that  long. 
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Such  a national  policy  must  have  certain  characteristics: 

• The  policy  must  be  comprehensive,  proceeding 
simultaneously  on  the  fronts  of  prevention,  treatment,  and 
research. 

• The  policy  must  be  coordinated  between  public  and  private 
sectors  and  between  the  different  levels  of  government.  A 
national  policy  does  not  necessarily  mean  a federal 
policy:  there  are  important  roles  at  all  levels  of  the 
health  care  systems  and  at  all  levels  of  government.  Nor 
does  it  necessarily  mean  uniformity:  on  certain  issues 
different  approaches  should  be  tried  to  determine  efficacy. 

• The  policy  must  be  carefully  balanced.  For  example, 
concern  for  the  person  with  the  disease  must  be  balanced 
with  concern  for  those  who  do  not  have  the  disease  but  who 
may  become  infected.  Similarly,  careful  consideration 
must  be  given  to  directing  scarce  resources  to  increased 
prevention,  even  as  increasingly  large  resources  are 
necessarily  devoted  to  research  and  treatment. 

• The  policy  must  be  based  on  scientific  information  and 
medical  judgments.  Although  policy  choices  must 
inevitably  be  made,  they  should  be  formed  on  the  best 
available  information  and  on  the  extensive  public  health 
experience  in  dealing  both  with  AIDS  and  with  other 
contagious  diseases. 

• The  policy  should  be  nonpartisan.  Although  it  may  be 
tempting  to  play  on  fears  and  prejudices,  public  figures 
and  officials  both  inside  and  outside  the  health  community 
should  avoid  exploiting  the  crisis  for  partisan  political 
advantage. 

• The  policy  should  be  capable  of  continuous  review  and 
modification  as  more  and  better  information  becomes 
available . 

RECOMMENDATION  1: 


A Commission,  modeled  after  the  commission  which  made  recom- 
mendations on  the  problems  of  Social  Security  financing  in  the  early 
1980s,  should  be  constituted  with  representatives  from  the  Executive 
branch  of  the  federal  government,  the  Congress,  state  and  local 
government,  and  the  private  sector  and  directed  to  develop  a 
consensus  position  for  consideration  by  the  Congress,  the  Executive, 
state  and  local  governments  and  private  associations  and 
Jnstitutlons.  The  president  .al  commission  announced,  but  not  yet 
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appointed,  by  the  Administration  could  be  broadened  to  implement 
this  recommendation.  A high-level  body  with  representatives  from 
the  different  branches  and  levels  of  government,  but  operating  to 
the  side  of  the  more  formal  political  processes,  may  have  the  best 
chance  of  forging  the  necessary  national  consensus  which  can  then 
become  the  basis  for  concerted  and  coordinated  action  by  both  the 
public  and  private  sectors. 

III.  The  Special  Role  of  Physicians  and  Other  Health  Care  Counselors 


Because  there  is  no  cure  for  AIDS,  effective  preventive 
techniques  are  vital.  This  involves  both  those  who  are  infected  and 
those  who  are  not.  Those  who  are  infected  must  be  identified  so 
that  they  will  not  unknowingly  transmit  the  disease  to  others.  Many 
who  are  not  infected  will  need  to  change  their  behavior 
substantially  to  minimize  their  risk  of  infection  by  the  AIDS  virus. 

The  key  to  changed  behavior  is  public  education  coupled  with 
counseling  which  must  be  given  by  physicians  and  other  health  care 
counselors. 

A.  Public  Awareness 


The  public  is  well  aware  of  AIDS  in  a general  sense.  The 
attention  of  the  media  has  been  intensively  focused  on  the  disease. 
Translating  general  awareness  into  modifications  of  behavior  is  the 
challenge. 

The  groups  that  are  most  at  risk  for  AIDS,  e.g.,  IV  drug 
abusers,  homosexuals,  bisexuals,  and  prostitutes,  have  reason  to 
know  they  are  at  risk.  Their  contacts,  however,  may  not  know  they 
are  at  risk  and  hence  spouses,  unborn  babies,  and  premarital  and 
extramarital  sexual  partners  may  become  infected.  Education  and 
counseling  aimed  at  the  high-risk  groups  must  be  the  first 
priority.  The  education  should  urge  immediate  counseling  with  a 
physician  or  other  health  care  counselor  about  the  risk  of  AIDS,  the 
uses  of  antibody  testing  and  preventive  measures. 

Also,  it  must  be  recognized  that  persons  in  these  groups  may 
not  respond  to  education  and  counseling  and,  when  they  do  not,  more 
aggressive  programs — such  as  expanded  methadone  maintenance  programs 
or  penalties  for  knowingly  exposing  others — must  be  considered. 

Education  aimed  at  the  more  general  population  is  difficult  for 
at  least  two  reasons.  First,  reaching  all  Americans  with  an 
effective  message  can  be  expensive  and  not  all  people  respond  in  the 
same  way  or  to  the  same  method  of  learning.  Messages  must  therefore 
be  tailored  to  the  target  audience  in  question.  Second,  preventive 
messages  must  necessarily  deal  with  controversial  subject  matter. 
Widespread  use  of  the  electronic  media  — especially  television  — 
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appears  to  be  the  most  effective  way  to  reach  the  general  public. 
Accordingly,  public  service  advertising  on  the  electronic  media  must 
be  greatly  Increased  and  these  announcements  must  be  shown  at  times 
and  In  places  where  they  will  be  viewed  by  those  who  need  the 
message  most. 

The  AMA  will  continue  Its  efforts  to  place  Its  own  public 
service  ads  on  national  television.  AMA’s  Tony  Danza  public  service 
advertisement  (PSA)  directed  at  teenagers  about  abstinence  and 
condoms,  and  other  PSAs  which  the  networks  have  agreed  to  use,  are 
significant  first  steps.  But,  more  must  be  done  and  It  must  be 
nationally  coordinated. 

RECOMMENDATION  2: 


The  communications  Industry  must  develop  voluntary  guidelines  for 
public  service  advertising  regarding  AIDS  In  consultation  with  the 
health  care  community  and  government  officials.  The  AMA  Intends  to 
be  a catalyst  In  this  effort  to  Immediately  bring  the  communications 
and  health  care  communities  together. 

B.  Counseling — And  Educating  Counselors 


Perhaps  the  greatest  need  at  the  present  time  Is  effective 
counseling  of  both  low-risk  and  high-risk  populations  by  physicians 
or  other  health  care  counselors.  A massive  education  effort  for 
physicians  and  other  counselors  Is  necessary  as  a first  step. 
Complete  and  accurate  Information  on  the  disease,  the  modes  of 
transmission,  the  appropriate  application  of  antibody  testing,  and 
effective  ways  to  change  behavior  must  be  understood  by  counselors 
If  It  Is  to  be  properly  communicated  to  patients.  In  conjunction 
with  face-to-face^counsellng,  printed  materials — like  the  Surgeon 
General’s  r^ertf  36-page  report  on  AIDS — should  be  widely 
disseminated. 

Even  more  challenging  than  preparing  physicians  and  others  for 
generic  counseling  on  AIDS  Is  preparing  these  counselors  to  assist 
those  who  test  positive  and  are  Infected  with  the  virus.  It  Is  at 
that  time  that  a change  of  behavior  on  the  part  of  the  person 
Infected  Is  most  critical,  and  It  Is  then  that  the  most 
sophisticated  counseling  Is  required  due  to  the  emotional  Impact  of 
the  test  results.  There  Is  no  higher  prevention  priority  than 
ensuring  that  the  community  of  Individuals  who  provide  health  care 
counseling  be  given  adequate  tools  to  be  effective.  And  the  AMA,  as 
the  largest  organization  of  physicians  In  the  world,  must  take  a 
leading  role  In  this  undertaking. 

RECOMMENDATION  3: 


A conference  should  be  Immediately  held  between  the  AMa,  other 
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physician  organizations  and  public  health  officials  at  all  levels  of 
government  to  determine: 

1.  The  types  of  education  and  training  that  are  necessary  for 
effective  counseling. 

2.  The  people  in  the  health  care  community  who  should  receive 
this  education  and  training. 

3.  The  current  resources  available  for  such  education  and 
training. 

4.  Recommendations  for  providing  additional  resources, 
including  consideration  of  the  respective  roles  of  medical 
associations  and  government  at  all  levels. 

5.  Recommendations  on  how  to  update  Information  continually 
as  new  scientific  data  are  developed. 

6.  Recommendations  as  to  alternative  measures  to  prevent  the 
spread  of  AIDS  where  education  and  counseling  are  not 
likely  to  be  effective,  particularly  among  IV  drug  users, 
through  such  programs  as  expanded  methadone  maintenance. 

The  AMA  will  promptly  and  widely  report  on  the  conference  findings 
and  assist  in  the  implementation  of  the  conference  recommendations. 

C.  Voluntary  and  Mandatory  Testing 

Knowledge  that  a person  is  infected  with  the  AIDS  virus 
can  be  the  crucial  predicate  to  changing  behavior.  Thus,  testing 
for  an  antibody  to  the  AIDS  virus,  when  used  in  conjunction  with 
appropriate  counseling  (and  when  offered  in  the  context  of 
appropriate  anti-discrimination  and  confidentiality  protections 
discussed  below) , serves  the  important  public  health  purpose  of 
providing  impetus  for  behavior  changes  that  minimize  the  risk  of 
transmitting  the  AIDS  virus. 

Clearly,  the  need  for  HlV-antlbody  testing  has  expanded  beyond 
its  original  purpose,  the  screening  of  blood  donors.  Guidelines  for 
the  appropriate  use  of  HlV-antlbody  testing  must  center  on  the 
following  justifications: 

1.  To  identify  infected  persons  and  to  offer  treatment 
where  possible  and  to  protect  uninfected  third 
parties. 

2.  To  offer  education  and  counseling  that  would  modify 
high  risk  behavior. 
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3.  To  solicit  patient  cooperation  for  locating  and 
referring  sex  partners. 

4.  To  obtain  broadened  epidemiological  statistics  on  the 
prevalence  of  HIV  infection  in  the  population. 

In  addition,  in  considering  the  merits  of  voluntary  versus 
mandatory  testing,  these  facts  about  AIDS  must  be  kept  in  mind: 

1.  AIDS  is  caused  by  an  infectious  agent,  and  therefore 
is  an  infectious  disease.  Appropriate  precautions, 
procedures,  and  policies  should  be  applied  to  protect 
the  community  from  the  spread  of  the  disease. 

2.  The  extent  to  which  the  AIDS  virus  already  has  spread 
into  the  general  population  is  not  completely 
understood.  Current  projections  are  based  on  a 
number  of  unverified  assumptions. 

3.  The  transmission  of  the  AIDS  virus  does  not  occur 
through  casual  contacts.  Sexual  contact,  septic 
intravenous  equipment,  and  the  administration  of 
Infected  blood  and  blood  products  are  the  main  modes 
of  transmission. 

4.  Heterosexual  transmission  of  the  AIDS  virus, 
especially  from  males  to  females,  does  occur. 

5.  Seropositive  pregnant  females  will  transmit  the  virus 
to  their  babies  in  a high  percentage  of  cases. 

6.  Health  care  workers,  especially  those  who  perform 
invasive  surgical  procedures,  and  emergency  room  and 
laboratory  personnel,  are  at  some  risk  when  caring 
for  AIDS  patients. 

7.  No  patient  with  a clinical  case  of  AIDS  has  survived 
the  disease.  The  disease  has  been  uniformly  fatal. 

8.  The  disease,  not  its  victims,  is  the  threat  from 
which  society  must  be  protected. 

9.  The  confidentiality  of  the  doctor-patient 
relationship  is  vitally  Important  but  not  absolute. 

10.  Physicians  have  an  ethical  and  professional 
obligation  to  behave  in  a scientifically  responsible 
manner. 
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All  of  these  considerations  guided  the  Board  of  Trustees  as  it 
considered  the  issues  that  have  been  raised  by  the  wide  variety  of 
proposals  for  HIV-antibody  testing  that  are  being  discussed  in 
society. 


General  Conclusions 

Except  for  individuals  in  the  limited  categories  listed  in 
Recommendation  5 below  (blood,  organ  and  semen  donors,  immigrants, 
military  personnel,  prison  inmates)  with  regard  to  whom  testing 
serves  well-established  and  well-accepted  protection  goals,  manda- 
tory national  testing  should  not,  at  present,  be  broadly  extended. 

Military  personnel  have  traditionally  been  subject  to  mandatory 
immunizations  and  our  defense  forces,  of  course,  must  be  as  strong 
as  possible.  Prison  inmates,  because  they  are  confined  and  have  a 
higher  incidence  of  high-risk  individuals  than  the  general 
population,  require  special  protection.  Immigrants  should  be  tested 
so  that  we  can  focus  on  the  AIDS  problem  already  here,  and  the 
nation  certainly  has  the  right  to  bar  entrants  with  communicable 
diseases.  The  need  to  test  donors  of  blood,  organs  and  semen  has 
never  been  questioned. 

Public  health  authorities  have  advanced  a plausible  premise  for 
their  opposition  to  mandatory  testing  of  homosexuals  and  drug 
abusers:  such  testing  will  only  drive  people  underground  and  away 
from  the  health  care  system.  Public  health  authorities  also  have 
advanced  a premise  for  not  requiring  mandatory  testing  of  large 
segments  of  the  general  population,  such  as  all  those  seeking 
marriage  licenses  or  all  those  admitted  to  hospitals:  such  testing 
in  low  prevalence  populations  would  result  in  a high  proportion  of 
false  positives,  and  would  not  be  cost-effective,  given  the  demand 
for  voluntary  testing  and  the  shortage  of  testing  and  counseling 
resources  for  those  who  want  them  voluntarily  or  who  will  want  them 
following  effective  public  awareness  campaigns. 

Until  those  premises  are  shown  by  superior  studies  to  be 
Incorrect,  a policy  regarding  mandatory  testing  which  has  been 
rejected  by  the  vast  majority  of  public  health  officials,  including 
the  Centers  for  Disease  Control  and  the  Surgeon  General,  cannot  be 
recommended . 

But  certain  high  risk  groups  should  be  regularly  tested,  with  a 
right  to  informed  consent  and  to  refuse  the  test.  Those  groups  are 
defined  in  Recommendation  6. 

In  addition,  physicians  and  other  hospital  personnel  Involved 
in  invasive  surgical  procedures  who  necessarily  and  unavoidably  come 
in  contact  with  the  blood  of  patients,  need  to  be  aware  of  their 
risks.  Limited  regular  testing  of  patients  will  assure  that  the  CDC 
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guidelines  for  the  protection  of  hospital  personnel  are  followed 
rigorously  and  will  further  assure  that  all  patients  receive  prompt 
and  full  treatment.  The  Board  emphasizes  here  that  physicians  have 
a long  and  honored  tradition  of  tending  to  patients  afflicted  with 
infectious  diseases  with  compassion  and  courage.  That  tradition 
must  and  will  be  continued  throughout  the  AIDS  epidemic. 

Because  the  risk  to  health  care  personnel  will  be  slight  in 
most  areas,  any  effort  at  mandatory  testing  of  certain  kinds  of 
patients  should  be  instituted  after  voluntary  testing  has  failed  and 
where  a variety  of  factors,  e.g.  the  costs  and  availability  of 
proper  testing  and  counseling  as  measured  against  the  risk  presented 
by  the  relative  presence  of  a high  risk  patient  population,  weigh  in 
favor  of  mandatory  testing. 

The  AMA  does  not  believe  it  appropriate  at  this  time  to  extend 
regularly  offered  testing  to  persons  other  than  those  listed,  e.g. , 
recommended  testing  should  not  be  extended  to  all  individuals 
anywhere  who  are  considering  marriage  or  to  all  persons  in  hospi- 
tals. Decisions  about  whether  there  should  be  generally  recommended 
testing  to  other  types  of  individuals  should,  at  this  time,  be  left 
to  the  decision  of  the  local  community  depending  on  its  own 
circumstances  and  the  judgments  of  its  own  public  health  officials. 

At  present,  each  case  of  AIDS  must  be  reported  by  the 
individual  physician  to  state  public  health  authorities  either  by 
name  or  Identifier.  Anonymous,  or  if  carefully  implemented, 
confidential  reporting  should  also  be  extended  to  all  confirmed 
Instances  of  persons  Infected  with  AIDS  virus  but  not  afflicted  with 
ARC  or  AIDS.  Individuals  who  are  seropositive  for  the  HIV  antibody 
are  infected  with  the  virus  and  can  spread  the  disease  as  certainly 
as  those  with  symptoms  of  AIDS.  A sound  epidemiologic  understanding 
of  the  potential  impact  of  AIDS  on  society  requires  the  reporting  of 
those  who  are  confirmed  as  testing  positive  for  the  antibody  to  the 
AIDS  virus. 


Testing  Recommendations 


RECOMMENDATION  4t 

Tests  for  the  AIDS  virus  should  be  readily  available  to  all  who  wish 
to  be  tested.  The  tests  should  be  routinely  subsidized  for 
individuals  who  cannot  afford  to  pay  the  cost  of  their  test. 

RECOMMENDATION  5: 


Testing  for  the  AIDS  virus  should  be  mandatory  for  donors  of  blood 
and  blood  fractions,  organs  and  other  tissues  intended  for 
transplantation  in  the  U.S.  or  abroad,  for  donors  of  semen  or  ova 
coxlected  for  artificial  insemination  or  invltro  fertilization,  for 
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immlgraats  to  the  United  States,  for  Inmates  in  federal  and  state 
prisons  and  for  military  personnel. 

RECOMMENDATION  6: 


Voluntary  testing  should  be  regularly  provided  for  the  following 
types  of  Individuals  who  give  an  Infomned  consent: 

1.  Patients  at  sexually  transmitted  disease  clinics. 

2.  Patients  at  drug  abuse  clinics. 

3.  Pregnant  women  in  high  risk  areas  in  the  first  trimester 
of  pregnancy. 

4.  Individuals  who  are  from  areas  with  a high  Incidence  of 
AIDS  or  who  engage  in  high-risk  behavior  seeking  family 
planning  services. 

5.  Patients  who  are  from  areas  with  a high  incidence  of  AIDS 
or  who  engage  in  high  risk  behavior  requiring  surgical  or 
other  invasive  procedures.  If  the  voluntary  policy  is  not 
sufficiently  accepted,  the  hospital  and  medical  staff 
should  consider  a mandatory  program  for  the  institution. 

RECOMMENDATION  7; 


As  a matter  of  medical  judgment,  physicians  should  encourage 
voluntary  HIV  testing  for  individuals  whose  history  or  clinical 
status  warrant  this  measure. 

RECOMMENDATION  8: 


Individuals  who  are  found  to  be  seropositive  for  the  AIDS  virus 
should  be  reported  to  appropriate  public  health  officials  on  an 
anonymous  or  confidential  basis  with  enough  information  to  be 
epidemiologically  significant. 

RECOMMENDAIION  9: 


Physicians  should  counsel  patients  before  tests  for  AIDS  to  educate 
them  about  effective  behaviors  to  avoid  the  risk  of  AIDS  for 
themselves  and  others.  In  public  screening  programs,  counseling  may 
be  done  in  whatever  form  is  appropriate  given  the  resources  and 
personnel  available  as  long  as  effective  counseling  is  provided. 

RECOMMENDATION  10: 

Physicians  should  counsel  their  patients  who  are  found  to  be 
seropositive  regarding  (a)  responsible  behavior  to  prevent  the 
spread  of  the  disease,  (b)  strategies  for  health  protection  with  a 
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compromised  immune  system,  and  (c)  the  necessity  of  alerting  sexual 
contacts,  past  (5-10  years)  and  present,  regarding  their  possible 
infection  by  the  AIDS  virus.  Long-term  emotional  support  should  be 
provided  or  arranged  for  seropositive  individuals. 

RECOMMENDATION  11; 

Patients  should  knowingly  and  willingly  give  consent  before  a 
voluntary  test  is  conducted. 

IV.  Resources 


Only  recently  has  Congress  and  the  Administration  begun  to 
seriously  consider  the  vast  resources  needed  to  deal  effectively 
with  AIDS.  Federal  funding  for  1988  is  expected  to  reach  il 
billion.  But  that  amount  will  not  be  enough.  The  AMA  endorses  the 
bill  introduced  by  Congressman  Waxman  to  increase  resources  for 
testing  and  counseling. 

Testing  for  the  HIV  virus  in  America  will  require  substantially 
more  resources  than  are  currently  being  made  available.  Trained 
counselors,  materials  for  counseling,  and  research  on  effective 
counseling  approaches,  for  the  variety  of  population  groups  that 
need  these  services,  are  urgently  required.  Also,  dependable 
testing  facilities  with  sufficient  capacity  to  respond  to  the 
epidemic  are  needed  new.  In  addition,  funds  for  research  and  care 
must  be  increased  to  fully  exploit  the  nation's  capacity  to  respond 
effectively  to  this  crisis. 

The  key  premise  of  a prevention  strategy,  when  there  is  no 
vaccine,  is  behavioral  change  on  the  part  of  those  infected  and 
those  at  risk  of  infection  by  AIDS  virus.  It  is  therefore  crucial 
that  there  be  immediate  and  systematic  studies  conducted  of  how 
behavior  of  affected  groups  may  have  changed  in  recent  years,  and  if 
possible,  what  factors  caused  the  changes.  Most  particularly,  it  is 
necessary  to  study  and  evaluate  the  types  of  counseling  that  have 
been  effective  so  that  the  techniques  may  be  replicated  widely. 

There  can  be  little  question  that  in  a free  society  suasion  and 
voluntary  change,  if  effective,  are  far  preferable  to  compulsion. 

RECOMMENDATION  12; 

Public  funding  must  be  provided  in  an  amount  sufficient  (1)  to 
promptly  and  efficiently  counsel  and  test  for  AIDS  (2)  to  conduct 
the  research  necessary  to  find  a cure  and  develop  an  effective 
vaccine,  (3)  to  perform  studies  to  evaluate  the  efficiency  of 
counseling  and  education  programs  on  changing  behavior  and  (4)  to 
assist  in  the  care  of  AIDS  patients  who  cannot  afford  proper  care  or 
who  cannot  find  appropT'iafe  facilities  for  treatment  and  care. 
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V.  Protection  Against  Discrimination 


A.  Anti-Discrimination 


The  AMA  believes  strongly  that  AIDS  victims  and  those  who 
test  positively  for  the  antibody  to  the  AIDS  virus  should  not  be 
treated  unfairly  or  suffer  from  arbitrary  or  irrational 
discrimination  in  their  daily  lives. 

RECOMMENDATION  13; 

finti-discrimination  laws  must  be  clarified  or  amended  to  cover  those 
who  test  positive  for  the  antibodies  to  the  AIDS  virus. 

B.  Confidentiality 

The  ability  of  the  health  care  community  to  maintain  the 
confidentiality  of  patient  information  and  restrict  its  use  to  only 
those  purposes  essential  for  maintenance  of  health  is,  like 
clarification  of  anti-discrimination  laws,  vital  to  an  effective 
program  of  preventing  and  controlling  AIDS.  Even  if  anti- 
discrimination  laws  were  completely  effective,  which  unfortunately 
is  not  likely,  persons  who  test  positive  (such  as  those  with  ARC  or 
AIDS),  will  suffer  stigma.  Thus,  confidentiality  is  crucial. 

RECOMMENDATION  14; 

Model  confidentiality  laws  must  be  drafted  which  can  be  adopted  at 
all  levels  of  government  to  encourage  as  much  uniformity  as  possible 
in  protecting  the  identity  of  AIDS  patients  and  carriers,  except 
where  the  public  health  requires  otherwise. 

V.  Questions  for  the  Future 


As  the  national  debate  on  prevention  and  control  of  AIDS 
continues,  other  important  issues  will  need  to  be  addressed. 

A.  Research  and  Data 


There  is  an  urgent  and  critical  need  for  more  scientifi- 
cally sound  data  on  the  prevalence  and  spread  of  virus  in  the 
general  population.  At  the  present  time  only  those  cases  that  meet 
the  current  CDC  surveillance  definition  of  AIDS  are  reported  to  that 
institution.  Since  AIDS  is  the  terminal  and  fatal  stage  of  HIV- 
infection,  it  represents  only  the  tip  of  the  huge  HIV- infection 
iceberg.  There  are  protean  manifestations  of  HlV-lnf action  ranging 
from  infected  asymptomatic  to  full-blown  AIDS.  How  large  the  base 
of  that  iceberg  really  is — that  is,  how  many  people  are  actually 
infected — can  only  be  estimated  from  the  number  of  reported  AIDS 
cases.  That  has  been  done  by  using  a multiple  (50  to  lOO  times  the 
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number  of  AIDS  cases)  that  has  been  extracted  largely  from  surveys 
done  in  high-prevalence  areas.  Yet  this  same  multiple  has  been  used 
to  estimate  the  number  of  currert  and  potential  HT,V-lnfected  versons 
in  low-prevalence  areas  and  for  that  matter  the  entire  country  and 
even  the  world.  The  CDC  itself  is  unsure  about  the  accuracy  of  its 
estimates.  Yet  if  economic  and  medical  plans  are  to  be  made  for  the 
future,  reliable  projections  must  be  available.  How  sufficient  or 
exaggerated  these  plans  may  be  depends  upon  the  accuracy  of  current 
and  future  estimates  of  HIV-infected  persons,  particularly  as  to  the 
extent  of  its  spread  into  the  low-risk  heterosexual  population. 

Not  only  are  accurate  estimates  of  HIV-infected  persons  needed, 
but  so  too  are  reliable  data  on  the  rate  conversion  of  asymptomatic 
seropositive  persons  to  clinical  illness,  including  AIDS,  that 
requires  increased  mediccil  care.  This  Information  is  important  for 
the  formulation  of  plans  for  the  future  cases  of  potentially 
hospitalizable  patients  and  the  economic  consideration  thereof. 
HIV-infectlon  has  protean  manifestations  and  death  can  result  not 
only  from  AIDS  Itself,  but  from  severe  ARC  or  progressive  CNS 
disease  as  well.  In  order  to  obtain  accurate  information  in  HIV 
infected  persons  on  the  rate  of  conversion  from  asymptomatic  to 
clinically  severe  illness,  baseline  data  on  their  serologic  status 
must  be  obtained  as  early  as  possible — not  after  clinically  manifest 
disease  is  present.  The  presence  of  HIV  antibodies  indicates  not 
only  current  infection  with  the  virus,  but  also  that  the  patient  is 
potentially  capable  of  transmitting  the  disease.  This  follows  from 
the  fact  that  HIV  integrates  its  genome  into  the  host  cell  genome 
with  the  result  that  once  Infected,  the  patient  remains  infected  for 
life  and  is,  therefore,  capable  of  life-long  transmission  of  the 
agent.  The  earlier  the  Infected  person  is  detected,  the  earlier  he 
or  she  may  be  advised  of  this  contagious  state  and  counseled  on  how 
to  avoid  further  transmission  of  this  lethal  virus. 

RECOMMENDATION  15; 

Consistent  with  the  proposal  by  the  Secretary  of  Health  and  Human 
Services,  a national  study  in  various  areas  of  the  country  must  be 
immediately  undertaken  to  determine  the  prevalence  and  conversion 
rate  of  the  virus  in  the  United  States  population,  and  the  study 
must  be  repeated  at  appropriate  intervals  to  gauge  the  spread  of  the 
disease. 


B.  Warning  to  Third  Parties 

One  of  the  more  difficult  issues  for  society  is  how  to 
warn  unsuspecting  spouses  or  sexual  partners  of  persons  who  test  HIV 
positive.  Such  a warning  would  allow  the  third  party  to  practice 
"safer"  sex  or  to  abstain  from  sexual  relations  with  the  infected 
person  altogether.  Given  the  llfe-or-death  consequences,  the 
unsuspecting  third  party  should,  as  a general  matter,  be  warned 
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because  there  is  no  cure  and  because  it  may  not  be  responsible  to 
rely  solely  on  the  Infected  person  to  provide  a suitable  warning. 

Physicians  who  have  reason  to  believe  that  there  is  an 
unsuspecting  sexual  partner  of  an  infected  individual  should  be 
encouraged  to  inform  public  health  authorities.  The  dutv  to  warn 
the  unsuspecting  sexual  partner  should  then  reside  in  the  public 
health  authorities  as  well  as  the  Infected  person  and  not  in  the 
physician  to  the  Infected  person. 

The  AMA  believes  that  mechanisms,  analogous  to  those  used  by 
public  health  authorities  to  warn  sexual  partners  about  other 
sexually  transmitted  diseases,  should  be  put  in  place  to  warn 
unsuspecting  third  parties  about  an  infected  sexual  partner.  Such 
warning  may  be  appropriate  whether  the  Infected  person  is  bisexual, 
heterosexual  or  homosexual. 

RECOMMENDATION  16: 

Specific  statutes  must  be  drafted  which,  while  protecting  to  the 
greatest  extent  possible  the  confidentiality  of  patient  information, 
(a)  provide  a method  for  warning  unsuspecting  sexual  partners,  (b) 
protect  physicians  from  liability  for  failure  to  warn  the 
tinsuspectlng  third  party  but  (c)  establish  clear  standards  for  when 
a physician  should  inform  the  public  health  authorities,  and  (d) 
provide  clear  guidelines  for  public  health  authorities  who  need  to 
trace  the  unsuspecting  sexual  partners  of  the  infected  person. 

C.  Sanctions  for  Reckless  Disregard  for  the  Safety  of  Others 


A related  question  which  must  be  explored  is  whether  an 
infected  person,  who  knows  he  or  she  is  Infected  and  who  knowingly 
fails  to  warn  a sexual  partner  of  the  infection,  should  be  subject 
not  just  to  tort  suits,  but  to  a proceeding  brought  by  state 
authorities  to  sanction  the  individual. 

RECOMMENDATION  17: 

Given  the  risk  of  infection  being  transmitted  sexually,  and  given 
the  dire  potential  consequences  of  transmission,  serious 
consideration  should  be  given  to  sanctions,  at  least  in 
circumstances  where  an  unsuspecting  sexual  partner  subsequently 
finds  out  about  a partner's  infection  and  brings  a complaint  to  the 
attention  of  authorities.  Pre-emptive  sanctions  are  not  being 
endorsed  by  this  recommendation. 

CONCLUSION 


The  Board  intends  to  review  its  evaluation  of  the  developing 
AIDS  epidemic  on  a constant  basis.  Modifications  of  the  AMA's 
positions  will  be  made  as  the  situation  warrants. 


Games  of  the  “Medical  Revolution” 

continued  from  page  20 

her  insurance  company  preadmission  department  is  in 
Pittsburgh  and  they  care  about  her  so  much  they  have 
added  a new  “benefit”  to  her  policy  and  they  want 
to  see  if  what  you’re  doing  is  right. 

Now  you  call  up.  The  line’s  busy  for  the  first  15 
minutes.  Mrs.  Jones  is  starting  to  look  pale,  but  first 
things  first.  You  finally  get  through  to  the  “authori- 
ties.” You  tell  the  nurse  on  the  other  side  of  the  phone 
about  Mrs.  Jones.  She  looks  up  in  her  “cookbook” 
to  see  if  hospitalization  is  required.  No  medical  edu- 
cation but  that  cookbook,  mind  you,  and  that’s  why 
this  game  is  so  much  fun. 

Later,  after  you  discharge  Mrs.  Jones,  the  insurance 
company  sends  auditors  to  mull  over  your  chart.  They 
see  you  prescribed  a drug  that  wasn’t  necessary  (Ac- 
cording to  them,  you  see  they  have  that  “medical 
education”  which  gives  them  license  to  do  these 
things).  They  aren’t  going  to  pay  for  it  either. 

Next,  you  write  a prescription  for  Mrs.  Smith  and 
she’s  off  to  the  local  drug  store.  The  pharmacist  thinks 
that  your  choice  of  drugs  stinks,  and  he  tells  Mrs. 
Smith.  The  drug  you  gave  her  has  side  effects  — did 
she  know  that?  And  when  your  prescription  runs  out, 
he  keeps  filling  it  (no  matter  that  you  retired  four  years 
ago). 

Finally,  you  get  a call  that  an  insurance  company 
auditor  has  just  denied  your  admission  of  Mr.  Brown 
back  in  1985.  They  reviewed  his  records  and  he  didn’t 
fulfill  their  criteria  (another  cookbook). 

Well,  as  you  can  see,  anyone  can  “play  doctor” 
these  days.  Mention  liability  though  and  they  all  run 
for  cover. 

Papershuffler:  This  is  a game  that’s  become  the 
rage  in  modem  medicine.  Any  number  can  play  and 
the  more  the  merrier.  The  main  participants  are  phy- 
sicians and  insurance  company  clerks.  The  object  of 
this  game  is  to  see  who  can  shuffle  paper  faster.  First 
the  physician  submits  a claim;  the  insurance  company 
clerk  sends  it  back  — Code  9Z1,  Resubmit  — the 
physician  returns  it  — the  insurance  company  clerk 
returns  it  for  a itemized  statement  — the  physician 
returns  it  — the  insurance  company  clerk  returns  it 
asking  for  a letter  describing  what  was  done  and  why. 

The  game  continues  until  either  the  physician  gives 
up  or  the  insurance  company  clerk  pays  the  claim. 
Great  game  for  those  with  bureaucratic  tendencies. 

Take  a Seat,  Any  Seat:  This  is  a variation  on  the 
old  party  game,  musical  chairs.  This  one’s  played  at 
the  nurse’s  station  when  you’re  making  rounds.  You 
have  a chart  and  need  to  find  a chair  to  sit  down  in 
so  you  can  write  your  orders.  You  look  around.  The 
ward  clerk  has  her  chair,  the  nurse  has  her  chair,  the 
dietician  has  her  chair,  the  pharmacy  tech  has  his  chair, 
the  respiratory  therapist  has  her  chair,  the  Blue  Cross 


auditor  has  her  chair,  the  discharge  planner  has  her 
chair,  the  Medicare  auditor  has  her  chair,  the  quality 
assurance  auditor  has  her  chair  — no  more  chairs. 
Give  up;  you  lost.  After  all,  the  physician  isn’t  all  that 
important.  Try  again  at  the  next  floor. 

Shellcaid  Game:  This  is  an  old  camy  favorite  that 
has  been  updated  by  the  State  Medicaid  Agency.  First, 
the  state  tells  its  underprivileged  citizens  that  they  have 
health  insurance.  They  go  to  their  doctor  for  care.  The 
doctor  submits  a claim.  Now  the  fun  begins!  Watch 
those  shells.  Under  which  shell  is  the  payment  for  this 
claim.  No,  sorry  Sonny,  you  submitted  your  claim  on 
the  wrong  claim  form.  Wrong  again,  you  forgot  to  get 
this  one  signed.  Wrong  again,  you  forgot  item  6C. 
Too  bad.  Sonny,  the  game’s  over,  your  time  limit  has 
run  out.  Feel  like  a sucker? 

Medicare  Bill  Paying  Game:  This  is  a fun  game 
for  those  that  love  to  save  money!  Get  out  those  bills! 
First,  the  phone  bill.  Think  South  Central  Bell  charged 
you  too  much?  $350  sounds  pretty  steep.  Well,  what 
do  you  think  is  fair?  $175?  Now  write  a check  for 
$140.  That’s  right,  $140  — you  know,  80%  of  your 
approved  amount.  Send  it  off.  You  just  paid  your 
phone  bill  and  saved  $210! ! What  a great  game!  Since 
1982,  this  game  has  been  updated  so  that  the  same 
approved  amount  is  used  no  matter  what  inflation  does. 
This  saves  you  even  more  money! 

Capitation  Game:  This  game  is  really  fun.  First 
you  decide  if  you  want  to  be  an  insurance  company 
executive  or  the  physician.  The  insurance  company 
executive  sells  a policy  to  a group  for  a set  amount 
and  makes  the  physician  take  the  risk!  Unbelievable 
you  say!  Just  wait,  the  fun  is  just  beginning!  Now  the 
insurance  exec  skims  off  15%  for  himself,  moves  to 
the  center  of  the  board  marked  “U.S.  Virgin  Islands” 
and  leaves  you  back  in  the  states  doing  the  work. 

You  move  around  and  around  the  board  doing  your 
job,  taking  care  of  the  sick.  When  the  funds  run  out, 
never  mind,  just  keep  on  going.  This  is  a fun  game. 
Capitation  is  a great  idea  — isn’t  that  the  way  we  pay 
the  electric  bill  and  buy  groceries? 

Risk  Free:  Now  this  is  a new  twist.  Everyone  wants 
to  make  things  safe.  If  there’s  a risk,  let’s  get  rid  of 
it.  We  do  this  by  levying  a tax  called  Liability  Suits 
and  Hefty  Jury  Awards.  If  we  can’t  get  rid  of  the  risk, 
such  as  a cliff,  let’s  put  up  signs  saying  “Don’t  jump 
off  this  cliff;  you  might  get  hurt!”  (Actually  happened! 
How  did  our  ancestors  ever  get  along  without  this?) 
Or  signs  that  say  “Taking  this  CAT  scan  might  cause 
you  to  lose  your  mental  telepathy!”  This  is  a fun  and 
expensive  game  whose  outcome  is  unknown  at  this 
time. 

Baby  Lottery:  This  is  not  gambling  for  children 
Baby  lottery  is  a way  to  get  rich  quick  by  having  a 
baby.  Having  a baby?  You  always  thought  it  cost  a 
lot  of  money  to  have  and  raise  a baby  — how  can  you 
get  rich  quick?  Well,  if  you’re  lucky,  something  will 
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go  wrong  and  you  can  sue  your  obstetrician.  Whatever 
it  is,  blame  him  because  he’s  the  one  with  the  lottery 
reserves  (liability  insurance). 

Entry  into  this  game  doesn’t  take  skill  and  is  quite 
enjoyable.  The  cost  to  play  this  game  is  high  for  the 
obstetrician  and  has  forced  many  of  them  to  cash  in 
their  chips  and  fold. 

You  Can’t  Do  That:  This  is  a game  by  DRG  In- 
dustries that  bridles  the  brazen  audacity  of  senior  cit- 
izens. Some  of  these  older  folks  think  they  can  come 
in  the  hospital  for  one  problem  and  have  another  prob- 
lem taken  care  of.  For  example,  one  man  thought  he 
could  be  admitted  for  a hemorrhoidectomy  and  have 
a heart  attack  during  the  same  admission.  He  even 
wanted  a pacemaker!  Well,  the  folks  at  DRG  Industries 
will  let  him  know  that  he  can’t.  He  will  Just  have  to 
wait  to  have  his  heart  attack  during  another  admission 
(preferably  by  appointment  and  preapproved).  This 
game  is  teaching  physicians  to  ignore  their  patients’ 
complaints  and  have  tunnel  vision:  “Mrs.  Jones,  ig- 
nore that  cough,  we’re  concentrating  on  your  gall- 
bladder.’’ 

Of  course,  when  the  attorneys  start  snooping  around, 
the  physician  finds  out  that  DRG  Industries  makes  the 
game  and  the  rules  but  doesn’t  have  anything  to  do 
with  the  outcome. 

Like  It  or  Lump  It:  This  is  a new  game  from  DRG 
Industries  being  readied  for  market  that  will  add  new 
fun  to  hospital  medicine.  This  game  will  lump  payment 
for  physicians  in  with  hospital  payments.  The  govern- 
ment is  hoping  that  eventually  all  payments  can  be 
made  to  one  person  for  everyone  in  the  country.  This 
one  person  can  then  pay  everyone  else.  This  will  sim- 
plify things  like  the  new  W-4  form  has  simplified 
withholding.  So  far  this  game  has  met  with  a poor 
response. 

Take  It  or  Leave  It:  This  is  a new  game  that  the 
insurance  industry  loves.  You  submit  a claim  and  they 
pay  part  of  it.  They  state  that  part  of  your  bill  was  not 
approved  for  various  reasons.  Or  they  tell  the  patient 
that  you’ve  been  paid  enough  and  if  you  try  to  get 
more  they’ll  go  to  court  on  their  behalf.  I wonder  if 
they  would  be  interested  in  doing  this  for  our  legal 
and  accounting  fees? 

Sign  For  a Discount:  This  is  a new  game  that  allows 
participation  nearly  every  week.  You  receive  a contract 
in  the  mail  that  asks  you  to  sign  up  to  care  for  a group 
and  for  this  privilege  they  ask  you  for  a discount. 
Sometimes  they  even  ask  for  payment  for  this  privi- 
lege. One  even  asked  for  payment,  a discount,  and 
then  bankrupted  on  outstanding  accounts.  What  fun! 

Paper  Treatment:  Nobody  treats  patients  anymore 
in  the  hospital.  They  treat  paper.  Nurses  don’t  have 
time  for  “TLC,’’  they’re  too  busy  charting.  This  game 
provides  you  with  a box  of  paper  so  you  can  simulate 
treating  hospitalized  patients. 


Alliance:  This  is  a fun  game  for  those  that  love 
strategy.  Who  are  your  friends  and  who  are  your  ad- 
versaries? This  game  reflects  changing  alliances  in  a 
changing  medical  environment.  Remember  the  hos- 
pital that  was  trying  to  develop  a new  program  you 
saw  as  a threat?  You  marshalled  your  resources  and 
enlisted  other  hospitals  to  launch  an  ad  campaign  to 
block  it.  Now  that  you  have  your  own  HMO,  however, 
you  see  that  this  program  makes  your  HMO  complete. 
So  you  enlist  this  hospital  and  now  you’re  good  bud- 
dies. That’s  the  fun  and  irony  of  “Alliance.’’ 

Phone  Flea:  This  is  a game  for  those  that  love 
details.  It  is  brought  to  you  by  the  makers  of  “pap- 
ershuffler’’  and  “take  it  or  leave  it.’’  And  this  game 
isn’t  just  for  internists  (sometimes  referred  to  as  fleas 
by  our  “if-in-doubt,-cut-it-out’’  colleagues.  The  game 
requires  a phone  and  a lot  of  patients/patience. 

Any  test  you  want  to  order  requires  preapproval 
from  the  company.  If  you  want  a CT  scan,  give  them 
a call  and  ask.  If  you  want  an  upper  G.I.,  give  them 
a ring.  A chem  profile?  Reach  out  and  touch  someone. 
A stool  guaiac?  Dial  it  up,  but  make  sure  you  don’t 
use  the  gloved  hand  and  mess  up  your  buttons.  0 
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‘mTHERE  IS 
UFEAF1ER 
BREAST  CANCER. 

AND  THAT’S  THE 
WHOlEPOINr’ 

-Ann  Jillian 

A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 
Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  1 found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


^AAAERICAN  CANCER  SOQETY^ 

\ Get  a checkup.  Life  is  worth  it. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD. 


CASE  REPORT 


Non-Hodgkin’s  Lymphoma 
Presenting  Initially  As  a 
Sleep- Apnea  Syndrome 

Charles  M.  Carr,  M.D.* 


Introduction 

Eighty  percent  of  adult  patients  with  lymphomas 
present  to  their  physicians  with  superficial  aden- 
opathy. The  enlarged  lymph  nodes  are  painless  and 
the  patients  are  usually  asymptomatic,  although  20% 
of  non-Hodgkin’s  lymphomas  will  have  systemic  signs, 
fever  being  the  most  common.  Pressure  symptoms  and 
extranodal  manifestations  are  much  less  common.'-^ 
Primary  lymphoma  of  the  central  nervous  system  (CNS) 
may  present  with  somnolence  but  will  usually  have 
other  CNS  associated  signs  and  symptoms. The  pres- 
entation of  a non-Hodgkin’s  lymphoma  with  somno- 
lence, and  the  absence  of  adenopathy,  seems  to  be 
distinctly  unusual. 

History 

A 54  year  old  black  male  presented  with  a complaint 
of  excessive  daytime  sleepiness.  Although  he  had  a 

♦Associate  Professor  of  Family  Medicine.  UAB  Family  Medicine  Center,  Selma, 
Alabama.  Requests  for  reprints  should  be  addressed  to:  Charles  M.  Carr,  M.D., 
UAB,  Selma  Family  Medicine  Center,  429  Lauderdale  Street,  Selma,  Alabama, 
36701. 


long  history  of  obesity,  nocturnal  snoring,  and  daytime 
somnolence,  he  was  able  to  manage  his  affairs  until 
he  was  placed  on  propranolol  for  control  of  his  hy- 
pertension. He  noted  a steady  progression  of  his  som- 
nolence over  a one  year  interval  so  that  he  now  fell 
asleep  while  engaged  in  conversation  and  while  eating. 
He  also  complained  of  headaches,  low  back  pain,  sore 
tongue,  nasal  stuffiness,  and  a recent  decrease  in  au- 
ditory acuity.  He  did  not  complain  of  fever,  night 
sweats,  weight  loss,  or  pruritus. 

Physical  Examination 

The  patient  was  very  obese,  slow,  and  sleepy.  His 
speech  was  slurred.  When  not  stimulated,  he  dozed 
and  saliva  drooled  from  his  lower  lip  to  his  shirt  front. 
He  had  a trace  of  edema  in  the  lower  legs  and  no  deep 
tendon  reflexes.  The  thyroid  was  not  enlarged  and 
there  were  no  enlarged  lymph  nodes.  The  blood  pres- 
sure, heart,  lungs,  and  abdomen  were  normal. 

The  peripheral  blood  smear  and  hematocrit  were 
normal.  The  metabolic  profile  was  normal  except  for 
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a minimal  elevation  of  the  total  protein  (8.2  g/dl)  and 
alkaline  phosphatase  (118  u/ml).  Thyroid  function  was 
normal. 

Outpatient  Course 

The  patient’s  propranolol  dosage  was  titrated  to  zero 
to  remove  CNS  sedation.  One  month  later  he  returned 
with  his  mother  who  stated  that  he  could  never  stay 
awake  and  that  his  speech  had  deteriorated  so  badly 
that  only  she  could  understand  him.  He  looked  ill  and 
had  bilateral  preauricular  and  cervical  lymphadenop- 
athy. 

Hospital  Studies 

The  patient’s  heart  was  enlarged  on  chest  X-ray. 
Soft  tissue  X-rays  of  the  neck  were  consistent  with 
adenopathy.  Tomograms  of  the  larynx  and  a cranial 
CT  scan  were  normal.  There  was  no  esophageal  ob- 
struction on  barium  swallow.  Pulmonary  function 
studies  were  markedly  impaired:  FYC  1.47  liters,  FEV, 
1.14  L/min  (both  32%  of  normal);  MW  32  L/min 
(18%  of  normal);  FEV,/FVC  77%  (normal).  There  was 
very  little  change  after  bronchodilator:  FVC  1.84  liters 
(40%),  FEV'  1.53  L/min  (43%),  MW  40  L/min  (27%), 
FEV, /FVC  83%.  Arterial  blood  gases  were  abnormal; 
ph  7.38,  PaC02  52mmHg,  Pa02  65  mmHg.  The  EEC 
demonstrated  drowsing  episodes  at  20  minute  intervals 
without  the  acute  onset  of  recurring  eye  movement 
artifact  (a  characteristic  of  narcolepsy). 

At  laryngoscopy  he  had  excessively  redundant  mu- 
cosal folds.  The  biopsy  was  suggestive  of  a lymphoma. 
Biopsy  cultures  were  negative.  He  was  transferred  to 
the  University  of  Alabama  in  Birmingham  (UAB)  for 
staging  and  treatment. 

UAB  Studies 

There  were  no  masses  seen  on  CAT  scans  of  the 
chest,  abdomen,  and  pelvis.  Bone  marrow  aspiration 
was  normocellular  with  no  sign  of  lymphoma.  Anterior 
cervical  node  biopsy  showed  diffuse  large  cell  (histio- 
cytic) lymphoma. 

Treatment  and  Response 

The  patient  was  treated  with  cyclophosphamide  750 
mg/m^,  adriamycin  60  mg/m^,  and  vincristine  2 mg 
on  day  one,  and  prednisone  100  mg  p.o.  q.d.  x 5 days 
(CHOP).  Fifteen  days  later  his  sleepiness,  nasal  stuf- 
finess, and  difficulty  hearing  had  resolved.  A week 
later  he  had  no  palpable  nodes.  The  CHOP  protocol 
put  him  into  complete  remission. 

His  post  treatment  PFT  showed  complete  resolution 
of  his  obstructive  pulmonary  disease;  FVC  2.9  liters 
(69%),  FEV,  2.6  L/min  (80%),  FEV,/FVC  89%. 


Discussion 

Although  non-Hodgkin’s  lymphoma  usually  pre- 
sents with  asymptomatic  lymphnode  enlargement,  other 
presentations  can  occur.  In  this  case  the  patient  was 
aware  of  nearly  ten  years  of  daytime  somnolence  which 
progressed  rapidly  over  a three  month  period  and  was 
finally  accompanied  by  lymph  node  enlargement.  There 
was  no  evidence  for  central  nervous  system  involve- 
ment. 

This  patient  appears  to  have  had  a longstanding 
problem  with  obstructive  sleep  apnea  characterized  by 
heavy  snoring,  excessive  daytime  sleepiness,  intellec- 
tual and  personality  changes,  and  systemic  hyperten- 
sion.^ This  was  tolerated  until  the  closed  lymphoid 
follicles  in  the  corium  of  the  lining  epithelium  of  the 
nasopharynx  began  to  enlarge.  This  lymphoid  tissue 
is  particularly  abundant  in  Waldeyer’s  ring  and  in  the 
tonsil  of  Gerlach  which  is  on  the  rim  of  the  eustachian 
tube.  Growth  of  these  tissues  can  cause  hypoacusia, 
impaired  soft  palate  movement,  and  mandibular  neu- 
ralgia (Trotter’s  clinical  triad). ^ 

It  appears  that  lymphoid  growth  in  this  patient  re- 
duced the  size  of  his  upper  airway  and  caused  an  in- 
tensification of  his  sleep  apnea  syndrome.  Because  he 
was  obese  and  had  a short,  stocky  neck,  his  cervical 
nodes  could  not  be  palpated  until  they  had  become 
quite  large,  three  months  after  the  onset  of  his  severe 
sleeping  problems.  Arrest  and  reduction  of  his  lym- 
phoma by  chemotherapy  permitted  a reversal  of  his 
obstructive  sleep  apnea. 


Conclusion 

When  patients  present  with  sleep  disturbances,  hy- 
poacusia, nasal  congestion,  or  unexplained  maxillo- 
facial and  cranial  nerve  syndromes,  lymphomas  must 
be  included  in  the  differential  diagnosis.  □ 
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All  of  US  who  care  for  cancer  patients  are  aware  of 
the  epidemic  of  Brochogenic  Carcinoma.  Last 
year  in  Alabama  lung  cancer  accounted  for  2,500  deaths 
with  cancer  of  the  colon  and  rectum  a distant  second 
with  800  fatalities.'  Unfortunately  the  majority  of  pa- 
tients with  lung  cancer  are  inoperable  at  diagnosis  leav- 
ing radiation  therapy  as  the  alternative  treatment.  The 
long  term  survival  following  curative  attempts  with 
radiation  therapy  remains  poor  (5-15%)^'  prompting 
some  to  suggest  limiting  treatment  only  to  palliation 
of  specific  tumor  related  symptoms.^' ^ 

However  focusing  only  on  long  term  survival  in  a 
disease  with  a high  incidence  of  distant  metastasis 
overlooks  the  importance  of  controlling  the  tumor 
within  the  chest. 

What  Kills  the  Patient  with  Lung  Cancer? 

In  seeking  methods  to  improve  survival  we  must 
determine  how  a lung  cancer  kills  a patient.  Cox  et 
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al,"'  evaluated  with  autopsy  the  cause  of  death  in  300 
consecutive  patients  treated  with  radiation  therapy.  He 
detected  important  differences  in  the  etiology  of  death 
according  to  the  histiologic  subtype.  Squamous  cell 
cancer  killed  primarily  by  uncontrolled  growth  within 
the  chest  with  70%  of  patients  dying  from  hemorrhage, 
obstructive  pneumonia  or  cardiorespiratory  failure.  Al- 
though the  majority  of  patients  with  Adeno  or  Large 
cell  carcinoma  died  of  distant  metastasis,  40%  expired 
as  a result  of  uncontrolled  intra-thoracic  disease.  This 
study  emphasizes  the  importance  of  controlling  the 
tumor  within  the  chest. 

Does  Aggressive  Radiotherapy  Improve  Local 
Control? 

A concept  difficult  for  some  physicians  is  that  al- 
though radiation,  like  surgery,  is  a localized  form  of 
treatment  it  is  not  an  all  or  none  phenomenon.  The 
surgeon  at  the  time  of  the  operation  if  possible  removes 
all  the  cancer.  However  the  Radiation  Oncologist  can 
administer  a gradation  of  radiation  dosages  to  the  tu- 
mor. An  accepted  fact  is  that  larger  tumors  require 
higher  doses  of  irradiation  for  control. 

Several  studies  have  confirmed  that  higher  radiation 
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doses  result  in  greater  tumor  control  and  at  least  a short 
term  improvement  in  survival.^-  * Perez  et  aP  noted 
a progressive  reduction  in  intrathoracic  tumor  recur- 
rence among  378  patients  with  increasing  doses  of 
radiation  being  52%,  41%  and  30%  for  4000,  5000 
and  6000  rad  respectively.  This  increased  local  control 
results  in  an  increased  survival  at  2 years  but  the  5 
year  survival  remains  disappointingly  at  less  than  10%. 

TABLE  V 


Actuarial  Survival  by  Dose 


Doses  in  rad 

2 year 

5 year 

6000 

30% 

7.5% 

5-6000 

20% 

45-5000 

10% 

0% 

4500 

0% 

One  specific  factor  predicting  long  term  survival  is 
whether  the  patient  experiences  a complete  response 
to  treatment,  generally  defined  as  greater  than  50% 
regression.  Perez^  in  a recent  update  noted  that  survival 
for  patients  experiencing  a complete  response  to  treat- 
ment was  25%  at  2 years  and  15%  at  5 years.  For 


those  with  less  than  complete  response,  the  survival 
was  10%  at  2 years  with  none  surviving  for  5 years. 
This  emphasized  that  prolonged  survival  requires  ag- 
gressive irradiation  in  doses  adequate  to  achieve  sub- 
stantial regression  of  the  tumor.  However  the  Radia- 
tion Oncologist  is  technically  limited  in  the  amount  of 
external  irradiation  which  can  be  given  safely.  One 
solution  for  tumors  occurring  within  the  bronchus  is 
to  place  (via  bronchoscopy)  a radioactive  wire  adjacent 
to  the  tumor  as  a localized  boost  (Intrabronchial  Ir- 
radiation). 

Intrabronchial  Irradiation 

Treatment  of  intrabronchial  tumors  by  precise  place- 
ment of  radioactive  wire  was  the  outgrowth  of  pallia- 
tive attempts  for  patients  relapsing  or  failing  to  respond 
to  external  irradiation.  These  patients  experience  he- 
moptysis, obstructive  pneumonia  and  hypoxia.  Efforts 
to  relieve  these  symptoms  have  included  laser  photo 
resection,'®  intrabronchial  irradiation,"’  or  the  two 
in  combination.'^  The  two  appear  equally  effective  in 
opening  the  airway  and  relieving  obstructive  symp- 
toms in  greater  than  90%  of  patients.  One  disadvantage 
of  laser  resection  is  the  requirement  for  general  anes- 
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thesia  in  some  cases'®  and  several  days  hospitaliza- 
tion.'^ Intrabronchial  irradiation  is  performed  as  an 
outpatient  procedure  requiring  2'/2-3  hours  with  little 
morbidity  other  than  that  experienced  with  routine 
bronchoscopy. 

The  procedure  entails  the  Bronchoscopist  placing  a 
4 mm  after  loading  plastic  catheter  through  the  bron- 
choscope past  the  area  of  obstruction.  The  broncho- 
scope is  then  withdrawn  leaving  the  catheter  in  place 
which  is  then  secured  with  tape.  The  Radiation  On- 
cologist then  inserts  inert  seeds  into  the  catheter  and 
a chest  x-ray  is  obtained  to  verify  accurate  placement 
of  the  seeds.  Any  adjustments  in  catheter  placement 
are  made  and  the  inert  seeds  are  replaced  by  radioactive 
seeds  covering  8 cm  in  length  which  will  deliver  300 
rad  per  hour  to  a volume  2 cm  in  diameter.  Following 
current  recommendations  we  have  been  delivering  500- 
600  rad  per  treatment  session.  The  procedure  is  then 
repeated  on  a weekly  basis  until  there  is  no  residual 
tumor  or  a maximum  of  four  treatments  have  been 
given.  We  have  now  treated  seven  (7)  patients  with 
15  procedures  without  complications.  Similar  to  other 
instutitions  we  are  experiencing  excellent  tumor  clear- 
ance and  have  successfully  relieved  obstructive  symp- 
toms in  all  patients  to  date. 

Conclusions 

Patients  with  a good  performance  status  who  have 
localized  unresectable  lung  carcinoma  benefit  from  in- 
trathoracic  control  of  their  disease.  Aggressive  exter- 
nal irradiation  in  excess  of  6000  rad  in  6 weeks  results 
in  improved  local  control  and  prolongation  of  symptom 
free  survival  although  the  5 year  survival  remains  poor. 
Patients  presenting  with  hypoxia,  postobstructive 
pneumonia  or  intractable  cough  as  a result  of  intra- 
bronchial tumor  benefit  from  immediate  aggressive 


local  therapy  directed  to  relieving  their  bronchial  ob- 
struction. Although  laser  photo  resection  is  an  alter- 
native, we  feel  intrabronchial  irradiation  is  the  treat- 
ment of  choice  due  to  patient  comfort  and  convenience. 
We  attempt  to  induce  complete  regression  and  if  pos- 
sible complete  disappearance  of  the  intrathoracic  dis- 
ease in  all  patients  by  combining  aggressive  external 
and  intrabronchial  irradiation  as  necessary.  It  is  unclear 
whether  this  will  translate  into  an  improved  long  term 
survival  in  view  of  the  high  incidence  of  distant  me- 
tastasis although  we  are  pleased  with  the  improved 
quality  of  life  our  patients  are  experiencing.  0 
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ANNOUNCING  NEW 


Keflet 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 
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Brief  Summary  Consult  the  package  literature  for  prescribing  information. 
Indications  and  Usage:  Ketlet’"  Tablets  (cephalexin.  Dista)  are  indicated 
for  the  treatment  ol  the  lollowing  inlections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Respiratory  trad  infections  caused  by  Slieplococcus  pneumoniae  and 
group  A 0 hemolytic  streptococci  (Penicillin  is  the  usual  drug  ol 
choice  in  the  Ireatment  and  prevention  ol  streptococcal  inlections, 
including  Ihe  prophylaxis  of  rheumatic  fever  Keflet  is  generally  ellec- 
live  in  Ihe  eradication  of  streptococci  from  the  nasopharynx;  however, 
substantial  data  establishing  the  efficacy  ol  Ketlet  in  the  subseguent 
prevention  of  rheumatic  fever  are  not  available  at  present.) 

Olilis  media  due  to  S pneumoniae.  Haemophilus  inlluemae.  slaphylo 
COCCI,  streptococci,  and  Heissena  calarrhalis 
Skin  and  skin  structure  inleclions  caused  by  staphylococci  and/or 
streptococci 

Bone  inlections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  inlections.  including  acute  prostatitis,  caused  by 
Escherichia  coli.  P mirabilis,  and  Klebsiella  sp, 

A/o/e-Cullure  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy.  Renal  function  studies  should  be  performed  when  indicated. 
Contraindication:  Ketlet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ol  antibiotics 

Warnings:  before  cephalexin  therapy  is  insiiiuied.  careful  inouiry  should  be 

MADE  concerning  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSEY  TO  PENICILLIN  - 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVIT  Y REACTIONS  MAY  REOUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ol  partial  cross  allergen 
icily  ol  the  penicillins  and  the  cephalosporins  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs 
Any  patient  who  has  demonstrated  some  form  ol  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  be  made 
with  regard  to  Keflet 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad 
spectrum  antibiotics  (including  macrolides,  semisynihetic  penicillins,  and 
cephalosporins):  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  Ihe  use  ol  antibiotics 
Such  colitis  may  range  in  severity  from  mild  to  life  threatening 
Treatment  with  broad  spectrum  antibiotics  alters  Ihe  normal  flora  ol  Ihe 
colon  and  may  permit  overgrowth  ol  closiridia  Studies  indicate  that  a 
toxin  produced  by  Closiridium  dilhcile  is  one  primary  cause  ol  antibiotic 
associated  colitis 

Mild  cases  ol  pseudomembranous  colitis  usually  respond  to  drug  dis 
continuance  alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and  fluid,  elec 
Irolyte,  and  protein  supplementation  When  the  colitis  does  not  improve 
alter  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  Ihe  drug  of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dilticile  Other  causes  of  colilis  should  be  ruled  out 
Usage  in  Pregnancy-Sakl'i  ol  Ibis  product  lor  use  during  pregnancy 
has  not  been  established 

Precautions:  GerreraZ-Patients  should  be  followed  carefully  so  that  any 
side  effects  or  unusual  manileslalions  ol  drug  idiosyncrasy  may  be  detected 
If  an  allergic  reaction  to  Kellel  occurs,  the  drug  should  be  disconlinued  and 
Ihe  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids) 

Prolonged  use  of  Kellel  may  result  in  the  overgrowth  ol  nonsusceptible 
organisms  Careful  observation  ol  Ibe  patient  is  essential  II  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coombs'  tests  have  been  reported  during  IrealmenI  with 
the  cephalosporin  antibiotics  In  hematologic  studies  or  in  transfusion 
cross  matching  procedures  when  antiglobulin  tests  are  performed  on  Ihe 
minor  side  or  in  Coombs'  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog 
nized  that  a positive  Coombs'  test  may  be  due  to  the  drug 
Keflet  should  be  administered  with  caution  in  the  presence  of  markedly 
impaired  renal  function  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  sale  dosage  may  be  lower 
than  that  usually  recommended 

Indicated  surgical  procedures  should  be  performed  in  coniunction  with 
anlibiolic  therapy 

As  a result  ol  administration  ol  Keflet,  a false  positive  reaction  for  glu 
cose  in  the  urine  may  occur  This  has  been  observed  wilh  Benedict's  and 
Fehling's  solutions  and  also  with  Clinitest'  tablets  but  not  wilh  Tes  Tape ' 
(Glucose  EnzymaliC  Test  Strip,  USP  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in  individ 
uals  with  a history  ol  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy -Pregnancy  Category  8-The  daily  oral  administra 
lion  of  cephalexin  to  rats  in  doses  ol  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rals  and  mice  during  the  period  ol  organogenesis  only,  had  no 
adverse  effect  on  lerlilily  felal  viability,  fetal  weight,  or  litter  size  Note  that  the 
safety  of  cephalexin  during  pregnancy  in  humans  has  nol  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals  Neverlheless,  because  Ihe  studies  in 
humans  cannot  rule  oul  Ihe  possibility  ol  harm,  Keflet  should  be  used  during 
pregnancy  only  if  clearly  needed 

Horsing  Mothers- The  excretion  ol  cephalexin  in  the  milk  increased  up  to 
4 hours  alter  a 5(XI  mg  dose.  Ihe  drug  reached  a maximum  level  ol  Ajig/mL. 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration 
Caution  should  be  exercised  when  Kellel  is  administered  to  a nursing  woman 
Adverse  Reactions:  Gastrointeslinal-Sympioms  of  pseudomembran 
ous  colitis  may  appear  either  during  or  alter  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely  The  most  Ireguent  side  effect  has 
been  diarrhea  It  was  very  rarely  severe  enough  to  warrant  cessation  ol 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepalilis  and  choles 
latic  laundice  have  been  reported  rarely 
Hypersensilmly-  Allergic  reactions  in  Ihe  form  ol  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  multiforme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub 
sided  upon  discontinuation  ol  Ihe  drug  Anaphylaxis  has  also  been  reported 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Eosino 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SCOT  and 
SGPT  have  been  reported 


Additional  inlormalion  available  lo  the  prolession  on  reguesi  horn 
Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 

Indianapolis.  Indiana  46285 

Mid  by  Eli  Lilly  Industries,  Inc 
720073  Carolina.  Puerto  Rico  00630 


You  don’t  have  to  move  mountains  to 
make  a difference  on  this  (*arth.  ( )r  b(*  a 
Michelangelo  to  leave  your  mark  on  it. 

Lt'aving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
th(*  future  for  generations  to  come.  By 
including;  the  American  Cancer  Society  in 
your  will,  you’ll  he  l(*avin^  a loving  and 


lasting  impression  on  life. 

\ou  se(%  cancer  is  heatable. The  surv  ival 
rat(‘  for  all  cancers  is  already  approaching 
SiV/f  in  the  United  States.  | 

"toil’ll  he  giving  a gift  I AAAERIOXN 
of  life  to  the  future.  And  ^CANCER 
giving  life  is  the  great(*st  1 SOQE7Y® 
way  of  leaving  your  mark  on  it. 


hir  more  iritorm.itKiM,  I .'ill  Minr  Icii  ,il  \(  S I ml  nr  u iitc  tn  tin-  \ 


.III  ( '.nil  Cl  Sn<  lct\,  4 West  I'll  1 1 Sticct.  \l'«  V (Ilk,  \ V KHKIl. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312  751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name . 


Street . 


. State . 


County . 


Sometimes 
you  just  can*t 
operate 
alone. 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 
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Melissa  Berman  is  nine 
years  old,  deaf  and  a “natural 
.dancer.”  She  takes  ballet  at  the 
Jeffrey  Ballet  School  where 
Meredith  Baylis  teaches  a 
special  class  for  the  non-hearing. 
The  children  respond  to  the 
vibration  in  the  floor  and  some- 
times get  their  instruction 
through  an  interpreter. 

Dance  seems  to  offer  an 
escape  valve  for  the  remarkable 
energy  that  would  otherwise 
be  bottled  up  in  Melissa  and 
her  classmates.  Melissa’s 
mother  reports  that  when  ’ 

“The  Nutcracker”  appeared  on 
television,  Melissa  got  up  and 
joined  in  the  dancing.  Melissa  is 
also  an  accomplished  gymnast 
but  her  great  love  is  dance  which 
she  hopes  to  pursue. 

Here  in  the  dance  studio, 
with  the  pianist  pounding  away, 
Melissa  is  indeed  beautiful! 

President’s  Committee  on 
Employment  of  the  Handicapped 
Washington,  D.C.  20210 

Produced  by  The  School  of  Visual  Arts 
Public  Advert  isiivt  System 


PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOUU  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Tw,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEAaYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessivepapcrwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  willget  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  tospecialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information , 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


FAMILY  PRACTITIONER  NEEDED.  Busy  family  practice  group 
in  West  Central  Alabama  seeking  fourth  partner.  New  8500  sq. 
foot  office  building.  200  bed  and  100  bed  hospitals  in  town.  Full 
range  of  medical  services  available.  Located  in  a city  of  25,000. 
Starting  salary  of  $65,000-$80,000  plus  fringe  benefits.  Box  E, 
do  Alabama  Medicine,  P.O.  Box  1900-C,  Montgomery,  AL  36197. 


PSYCHIATRIST  — BOARD  CERTIFIED/ELIGIBLE.  To  join  a 
teaching  and  research  program  for  medical  students  and  family 
practice  residents  in  the  College  of  Community  Health  Sciences 
Program  of  the  University  of  Alabama  School  of  Medicine  in 
Tuscaloosa,  Alabama.  Inpatient,  outpatient,  and  consultation/li- 
aison services  with  a multidisciplinary  team  approach.  Enjoy 
southern  hospitality  in  a lovely  university  city  with  an  educationally 
stimulating  atmosphere.  Assistant  professor  level,  excellent  salary 
and  benefits.  EO/AAE.  Apply  by  August  1,  1987  to  Deborah  R. 
Coggins,  M.D.,  Box  6331 , Tuscaloosa,  AL  35487,  or  call  (205)348- 
1325,  for  further  information. 


VIRGINIA,  PORTSMOUTH:  Medical  Director  and  full  time  phy- 
sicians needed  for  Emergency  Medicine  Department  of  Portsmouth 
General  Hospital.  The  ED  of  this  217-bed  hospital  in  Tidewater, 
Virginia  sees  25,000  patients  annually.  Enjoy  the  lifestyle  of  coastal 
living.  Compensation  $90,000  to  $130,000  with  malpractice  in- 
surance procured  on  your  behalf.  Medical  Director’s  position  in- 
cludes full  benefits.  Contact:  Coastal  Emergency  Services,  Inc., 
9327  Midlothian  Turnpike,  Ste.  2E,  Richmond, VA  23235;  (804) 
320-7549,  (800)  552-6638  in  VA,  (800)  551-1013  in  US. 


EXCELLENT  TEXAS  OPPORTUNITIES,  ENT,  FAMILY 
PRACTITIONER,  GENERAL  PRACTITIONER,  GENERAL 
SURGEON,  INTERNAL  MEDICINE,  OB/GYN  PERSON,  to 
practice  in  one  of  several  lake  area  communities,  in  the  beautiful 
Piney  Woods  area  of  East  Texas.  Enjoy  boating,  fishing,  hunting 
year-round.  Excellent  quality  of  life,  first  year  guarantee,  etc. 
Reply  with  C/V  to.  Medical  Support  Services,  Armando  L.  Frezza, 
11509  Quarter  Horse  Trail,  Austin,  TX  78750;  512-331-4164. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Debbie  Hibberts.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  Florida  33317 
or  call  collect  (305)  584-1000. 


FP/GP/IM/ER  desired  to  be  4th  MD  in  B’ham.  F.P. /Industrial 
Medicine  Group.  1st  year  80,000  -I- . Next  year  % of  gross.  Present 
MD’s  make  >120k/year.  No  hospital  patients.  Call/write 
M.  Vaughn,  M.D.,  2757  Greensprings  Hwy.,  B’ham.,  Ala.  35209. 
205/942-3900 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan,  Alabama  36302. 


Internist  wanted  initially  as  partner  — then  as  purchaser  for  grow- 
ing practice  grossing  $500,000.  Needs  2 Board-certified  physi- 
cians. Buy  out  finances  arranged.  Office  with  EKG,  X-ray,  sig- 
moidoscope flex,  etc.,  on-going  staff.  Reply  confidentially  with 
complete  CV  to  INTERNIST,  c/o  P.O.  Box  59406,  Birmingham, 
AL  35259. 


50%  OFF  PREVIOUSLY  OWNED  medical,  laboratory,  x-ray, 
ultrasound  equipment.  We  buy,  sell,  broker,  repair.  APPRAISALS 
AVAILABLE  BY  CERTIFIED  SURGICAL  CONSULTANT. 
Medical  Equipment  Resale  & Repair,  Inc.  24026  Haggerty  Rd., 
Farmington  Hills,  MI  48018.  1-800-247-5826,  (313)  477-6880. 


FAMILY  PRACTICE  — Metro  Alabama.  Contracted  private  prac- 
tice opportunities.  275  -I-  bed  hospital  support.  Recreational/cul- 
tural amenities.  Compensation  package.  Contact:  Bob  Tyler  & 
Company,  9040  Roswell  Road,  Atlanta,  Georgia  30338.  Collect 
404-641-6411. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  Alabama  35403,  or  tele- 
phone Frank  Cochran,  collect  at  758-7545  for  more  information. 
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For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988 '2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  River  chase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD.** 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  MarKs  Blue  Cross  and  Blue  Shield  Association 
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Mrs.  Lamar  Thomas 
A-MASA  President 


A Word  . . . 

Like  Apples  of  Gold  . . . 


In  keeping  with  my  logo  this  year,  an  apple,  and  my 
theme,  AWARENESS:  THE  FIRST  STEP,  I want 
to  make  you  aware  of  a situation  that  is  near  and  dear 
to  my  heart.  We  read  in  Proverbs  that  “a  word  fitly 
spoken  is  like  apples  of  gold  in  pitchers  of  silver.” 
Fitly  spoken  words  are  greatly  appreciated  in  the  hos- 
pital setting,  especially  to  those  who  await  news  of  a 
critically  ill  spouse,  parent  or  child. 

Maintaining  a vigil  beside  the  bed  of  your  dying 
loved  one  is  one  of  the  most  dreaded  times  of  your 
life.  We  all  hope  to  be  spared  it.  Some  never  have  to 
be  in  this  position.  Others  may  wait  hours,  days,  weeks 
or  months. 

Though  sitting  beside  the  bed  is  terrible,  not  being 
allowed  to  sit  there  is  worse.  Critically  ill  patients  are 
usually  in  the  Intensive  Care  Unit  where  they  can  re- 
ceive, as  the  name  says,  intensive,  constant  monitored 
care.  Family  members  are  obviously  in  the  way  so 
instead  are  relegated  to  the  ICU  Waiting  Room.  This 
is  a lonely  place. 


It  is  not  the  lack  of  people  in  the  room  that  makes 
it  lonesome.  The  isolation  from  your  loved  one  causes 
the  loneliness. 

Usually  the  only  thing  in  common  with  other  waiting 
people  is  the  knowledge  that  each  has  a close  family 
member  in  ICU.  However  this  tends  to  draw  total 
strangers  together  in  a unique  way.  Information  is  ex- 
changed concerning  patient  histories  and  present  con- 
ditions. The  doctors  and  the  hospital  are  usually  dis- 
cussed as  well.  Tips  on  hospital  rules,  food  and  parking 
are  also  frequent  topics. 

Newcomers  to  the  waiting  room  are  quickly  oriented 
to  the  routine  that  revolves  around  visiting  hours.  Hos- 
pital volunteers  frequently  act  as  hostesses,  making 
coffee  and  casual  conversation  as  well.  They  readily 
answer  the  pay  phones  and  take  messages. 

Despite  all  the  efforts  to  be  hospitable  to  each  other, 
the  fact  remains  — your  loved  one  is  in  critical  con- 
dition and  you  are  separated. 

Fears  multiply  as  time  goes  by.  The  sight  of  any 
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hospital  uniform  is  met  with  the  anticipation  that  maybe 
there  is  a message  from  your  patient.  You  wonder 
when  the  doctor  might  arrive.  Should  you  go  to  the 
cafeteria  for  a meal  and  risk  missing  him?  Every  ma- 
chine rolled  down  the  hall  as  well  as  every  code  blue 
heightens  your  fear.  Your  nerves  are  frayed.  If  only 
someone  would  tell  you  something! 

Have  you  waited  in  this  room?  By  now  you  may 
have  suspicioned  that  I have  been  there.  After  a year 
the  memories  are  still  vivid.  I have  been  on  both  sides 
of  the  room:  first  as  a pink  lady  and  then  as  the  daughter 
of  a dying  father. 

My  surgeon-husband  was  very  helpful  to  me  at  this 
time.  He  could  enter  the  unit  at  will  or  even  talk  to 
the  doctors  in  the  doctors’  lounge.  I had  the  advantage 
over  others  in  the  waiting  room  in  that  my  questions 
were  usually  answered  and  I often  felt  guilty  about 
that. 

I will  admit  it  may  be  more  difficult  to  communicate 
with  some  families.  Many  ask  too  many  questions  or 
become  emotionally  upset.  Some  may  not  appreciate 
your  efforts.  A few  may  become  downright  hostile. 
However  most  feel  they  are  due  a daily  update  by  a 
doctor  on  the  condition  of  their  patient.  After  all  most 
of  the  critically  ill  are  not  able  to  comprehend  what 
the  doctor  may  try  to  explain  to  them.  Therefore  it  is 
very  important  to  brief  the  family  everyday  and  an- 
swer, in  laymen’s  language,  their  questions.  This  will 
help  to  allay  their  fears  and  will  do  much  to  enhance 
your  “bedside  manner’’  reputation. 

Gold  and  silver  are  precious  metals  treasured  by  all. 
Equally  valued  by  the  family  of  the  sick  are  words  of 
comfort  and  encouragement  by  the  attending  physi- 
cian. 0 
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See  the  difference  in  the  first  week' 

• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


I Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  | 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 

Write  “Do  not  substitute!' 

In  moderate  depression 
and  anxiety 

LimUtroT 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

LimbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrocnioride  salt) 


References:  1.  Feighner  JR  eto/  Psychopharmocology  61  217-225.  Mof22,  1979  2.  Data  on  file. 
Hoffmann-La  Roche  Inc  , Nutley.  NJ 


Limbitrol ' (V 

Tranquilizer— Antidepressant 

Before  prescribing,  please  cansult  complete  product  information,  a summary  of  which  follows: 
Ihdicatiohs:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use.  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Controindicoted 
during  acute  recovery  phose  following  myocardial  intorclion 

Warnings:  Use  with  great  care  in  patients  with  history  ol  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmios.  sinus  lachycardio  ond  prolongation  ot 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  olcohol  ond  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g . operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  Ironquilizers  during  fhe  first  trimester  should  olmost 
always  be  avoided  becouse  ol  increosed  risk  of  congenital  malformations  os  suggested 
in  severol  studies.  Consider  possibility  ol  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  became  pregnont. 

Since  physical  and  psychological  dependence  to  chlordiozepoxide  have  been  reported  rarely,  use 
caution  in  odministering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
wilhdrowal  symptoms  lollowing  discontinuation  ot  either  component  alone  have  been  reported 
(nauseo,  headoche  and  malaise  tor  omitripfyline,  symptoms  [ including  convulsions]  similar  to  those 
of  barbiturate  wilhdrowol  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hyper  thyroid  potients  or  those 
on  thyroid  medication,  and  in  patients  with  impoired  renal  or  hepatic  function  Because  of  the  possibility 
of  suicide  in  depressed  potients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  moy  block  action  ot  guanethidine  or  similor  antihypertensives  When  tricyclic  ontidepres- 
sonts  are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significont  effects  have  been  reported 
involving  deloyed  eliminotion  and  increosing  steady  state  concentrations  ot  the  tricyclic  drugs 
Concomitant  use  ol  Limbitrol  with  other  psychotropic  drugs  has  not  been  evoluoted,  sedative  effects 
moy  be  oddilive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  of  ECT  to 
essential  treatment  See  Warnings  lor  precoulions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  1 2 In  the  elderly  and  debilitated,  limit  to 
smollest  effective  dosage  to  preclude  ataxia,  oversedolion,  contusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  repotted  ore  those  ossocioted  with  either  component  olone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  ond  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  ot  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmios,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomania  ond 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  ond  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbonce  ot  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization.  edema  ot  lace  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigoslnc  distress,  vomiting,  onorexia,  slomolilis,  peculiar  taste,  diarrhea, 
block  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  temale.  elevation  and  lowering  ol  blood  sugor  levels,  and  syndrome 
ot  inoppropriale  ADH  (aniidiuretic  hormone)  secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice 
alopecia,  parotid  swelling 

Oventosoge:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product  information  lor 
monilestotion  and  treatment 

Dosage:  Individualize  occording  to  symptom  severity  and  polieni  response  Reduce  to  smollest  efieclive 
dosage  when  satislaclory  response  is  obtained  Larger  portion  ot  doily  dose  moy  be  taken  at  bedtime 
Single  h s dose  may  suffice  lor  some  patients  Lower  dosages  ore  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ol  three  or  lour  tablets  daily  in  divided  doses, 
increosed  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial  dosage 
ol  three  or  lour  tablets  doily  in  divided  doses,  lor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets  while,  lilm-coaled,  each  containing  10  mg  chlordiaze- 
poxide  ond  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tabtets  blue,  tilm-coaled.  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  omilriplyline  (as  the  hydrochloride  salt)  Available  in 
bottles  ot  100  and  500  Tel  E- Dose”  packages  ot  100,  Prescription  Paksol  50 
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The  rewards  of  Limbitr 
lb«^  bdlh  smiling  ago 


See  the  difference 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptylineJ 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydrocr 


Ea^tablet  contains  10  mg  chlordiazepoxide  and 
25flBg  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  inforfnation  on  adjacent  page. 
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Malpractice: 

Dcn’t  Ce  A Tareet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company  Use  It! 


OFFICE  OF  PUBLICATION;  P O Box  I900-C,  Montgomery.  Alabama  36197-4201 . Subscription  Prices;  member.  $15.00;  non-member.  $30.00  per  year.  $2.50  per  copy.  Second 
class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street. 
Montgomery,  Alabama  36197-4201. 


To  show  you  how  mahifflY 
hypertensives  stayed  on  ^ , 

INDERAE  LA 

(PROPRANOLOL  HCl)  _ 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAE  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


M UNOt-UAILY  H 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


’After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90°/'' 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  briel  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRItF  SUMMARY  (FOR  FULL  PRLLyCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR ) 

INOERAL’  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDtRAL  LA  is  formulated  fo  provide  a sustained  release  of  propranolol 
hydrochloride  INDtRAL  LA  is  available  as  60  mg  80  mg,  120  rng.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  iNDLRAL  is  a nor-selective,  bela-adronergic  receptor- 
blocking  age"'  possessing  no  othc  autonomic  nervous  system  activity  II  specifically  com- 
petes vvilh  beta-adrc"c'gic  'eceptor-slimulating  agents  lor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80. 120,  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
ar-d  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  slate  over  a 
24  hour  period  the  axas  under  the  prop-anolol  plasirra  concentiation-time  curve  (AUCs)  for 
the  capsules  are  approxirrrately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  ’ate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  stiould  not  be  considered  a simple  rng-for-mg  substitute  for  conventional 
prop'anolol  and  the  b'ood  level;-  achieved  do  not  match  (are  lower  than)  those  of  two  to  tour 
times  dai'y  dosmg  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  whore  there  is  little  correlation  between  plasma  levels  and  clinical 
etfect.  INDERAL  LA  has  beer'-  therapeutically  cguivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ot  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment o'  ‘'ypc"r'''C'or  if  may  be  used  a'd^e  or  used  r combratio"  wth  other  antihypertcnsive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  m.anagement  of 
hypertensive  em.e-  xr.cies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  iNDt-RAL  LA  is  indicated  for  the 
long-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a m^g-ame  attack  that  has  started  has  not  been 
established  and  prop.d  lulol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
troptiic  subaortic  ste'^osis  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  iNDLRAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  b'onchial  asthma  4)  corrgestive  heart 
'aiiu'“  (sec  WARfJlNGS)  unless  the  failure  is 
ccco''da'y  n •ac‘'ya"'  ytnr^'a  '-eatab'e  w'  "■ 

INDEP/'L 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  ccngest've  heart  failure,  i'  nec- 
essary, they  can  be  used  with  close  follow  up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-ad'cnergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUl  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can  in  some  cases,  load  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  fhe  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradual'y,  if  possible) 


IN  PATIENTS  'WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbatiorr  of 
angina  and,  in  some  cases,  myoca'dial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a lew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  It 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  lake  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  ot  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endoge''ous  and  exogenous  cafecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  dcsi'ability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  su'go'y  is  cont'ove'sia!  It  should  be  noted,  L.owever,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  ad''''''’'9'C  stimuli  may  augm,cr:t  l^e  risks  o'  genera'  ar'esthesia  and 
surgical  procedures, 

INDERAL  (propranolol  I fCI),  like  other  beta  OiOCkers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutam.ine 
or  isoproterenol  Howe'.'er,  such  patients  m.ay  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  repotted  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta  blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  prop'anolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  ot  5 mg 
propranolol 


be  told  that  INDERAL  may  intertere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ot  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin,  phenobarbitone.  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  hdocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Ometidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg,  day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL(propranolol  HCl)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  ot  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manitested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability  slightly 
clouded  serLsorium,  and  decreased  perfor- 
mar’cc  on  i'cu"'psyc‘'omclrics.  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous.  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  ot  640 
mg  may  be  required  The  time  needed  lor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatmenf  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ot  several 
W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS  80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  lor  use 
*The  appearance  of  these  capsules  is  a registered  trademark  ot  Ayerst  Laboratories 
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hypertensive  er.'.cge  :,ies. 

Bela-adrer-.n-eceptor  blocivaoe  cai . .-ause  > educlioi , ul  inliaucu.ar  pressure  Patients  should 


AverSt  ayerst  LABORATORIES 
f New  York  NY  1(X)17 


c 1987  Ayerst  Laboratories 


SOME  THINGS  NEVER  CHANGE... 
Your  Financial  Needs  Do 


Inflation,  new  tax  laws  and  a runaway  federal  budget  deficit  have 
created  a complicated  and  rapidly  changing  financial  environment. 
Your  old,  inflexible  financial  plan*  may  no  longer  help  you  achieve 
your  dreams. 

Your  Acacia  Group  representative  has  specialized  skills  and  a team 
of  professionals  in  investments,  risk  management  and  business  planning 
to  help  you  develop  a financial  plan  that  grows  with  you.  We  call  it 
Acacia  Financial  Concepts.  Call  us  today  and  find  out  how  it  can 
work  for  you. 


Acacia  Financial  Center 
3000  Riverchase  Galleria,  Suite  400 
Birmingham,  Alabama  35244 

(205)  985-3050 

‘Financial  planning  services  offered  through  Calvert 
Securities  Corporation,  a member  of  The  Acacia  Croup.® 


Creating  windows  of  opportunity  since  1869 


YES!  I would  like  more  information  about  Acacia 
Financial  Concepts. 


Name 

Address  

City  State Zip 

Daytime  phone 
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Acacia  Financial  Center  • 3000  Riverchase  Galleria  • Suite  400  • Birmingham,  AL  35244 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebookl Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage , etc . , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C.  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 
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6,565.00 

Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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and,  in  the  case  of  winter,  protection  in  a house  from  the  cold  and 
snow.  From  Professor  Rudolf  Koch’s  classic  work.  The  Book  of 
Signs,  containing  all  manner  of  symbols  used,  from  the  earliest 
times  to  the  Middle  Ages,  by  primitive  peoples  and  early  Christians. 
Dover  reprint  of  the  English  translation,  published  by  The  First 
Edition  Club,  London,  1930. 


August  1987  / 7 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


AIDS  in  the  Age  of  Anxiety 


It  has  not  been  too  many  years  since  the  World  Health 
Organization  spoke  a virtually  unanimous  verdict 
of  international  public  health  in  declaring  smallpox 
eradicated  from  the  planet. 

This  was  a significant  milestone  for  medical  science, 
since  smallpox  is  believed  by  many  to  have  had  the 
highest  overall  total  casualty  rate  of  any  of  the  infec- 
tious diseases  in  the  history  of  man. 

It  was  of  course  an  occasion  for  great  rejoicing,  for 
it  confirmed  what  had  been  the  conventional  wisdom 
for  years;  the  great  contagions  had  all  been  whipped 
and  science  could  now  turn  its  undivided  attention  to 
the  “chronic”  diseases. 

It  seemed  too  good  to  be  true:  at  long  last  most  of 
the  world  was  free  of  most  of  the  major  contagious 
killers.  And  that’s  exactly  how  it  turned  out  — it  was 
too  good  to  be  true.  Enter  AIDS,  pronounced  by  many 
to  be  potentially  the  worst  plague  in  all  of  human 
history.  Had  AIDS  come  along  during  some  of  the 
earlier  plagues,  it  might  have  gone  unnoticed  at  first, 
lost  in  the  general  panic. 

There  may  be  nothing  remotely  comparable  in  the 
living  memory  of  man.  The  closest  challenge  was  the 
great  influenza  pandemic  of  1918-19,  which  is  be- 
lieved to  have  caused  20  million  deaths  worldwide, 
and  more  than  500,000  in  this  country. 


That  event  caused  surprisingly  little  panic.  As  one 
scientist  has  observed,  the  reasons  for  that  were  sev- 
eral: it  took  place  at  a time  when  premature  death  was 
all  too  common;  when  doctors  would  do  little  for  any 
infectious  disease;  the  outcome  was  evident  within 
days  or  weeks;  most  victims  recovered;  and  finally, 
flu  epidemics  were  relatively  familiar  and  would  end 
as  others  had  before. 

It  is  not  necessary  to  put  too  fine  a point  on  the 
difference  between  the  flu  pandemic  of  70  years  ago 
and  the  AIDS  pandemic  of  1987.  Suffice  it  to  cite  only 
a few  of  the  reasons  that  AIDS,  and  the  public  alarm 
over  it,  are  so  different: 

Infectious  disease  was  generally  believed,  when 
AIDS  appeared  in  198 1 , to  be  ancient  history,  and  few 
really  believed  a new  and  deadly  pandemic  of  any 
magnitude  was  possible.  Even  with  a strange  new  dis- 
ease, in  this  age  of  miracle  medicine  it  was  supposed 
that  some  therapeutic  agent  could  be  quickly  found 
and,  in  not  much  more  time,  a vaccine  as  well. 

In  recent  memory,  for  example,  medical  science  had 
virtually  erased  the  scourge  of  polio,  at  least  from  the 
developed  nations.  No  less  an  authority  than  Surgeon 
General  Koop,  however,  believes  that  a cure  for  AIDS 
may  never  be  found,  considering  the  complexity  of 
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the  disease,  and  no  effective  vaccine  is  likely  before 
the  next  century. 

Another  difference  is  that  AIDS  appears  to  be  100% 
fatal.  Treatments  such  as  AZT  (Retrovir)  merely  ex- 
tend life  a few  months  (or  prolong  death,  as  some  say). 

Still  another  difference  is  that  few  believe  AIDS 
will  retreat  spontaneously.  Before  it  is  done  with  its 
havoc,  as  much  as  one-quarter  of  mankind  may  perish, 
knowledgeable  observers  like  Stephen  Jay  Gould  are 
saying. 

At  first,  the  general  population  felt  relatively  secure. 
AIDS  seemed  to  be  confined  to  such  pariahs  as  ho- 
mosexuals, bisexuals  and  IV  drug  users.  But  then  the 
percentage  of  “innocent  victims’’  began  to  grow  — 
babies,  hemophiliacs,  transfusion  patients,  their  sexual 
partners,  and  so  on. 

Back  in  the  days  of  great  syphilis  epidemics  a label 
was  coined  for  such  innocents.  Doctors  defined  them 
as  victims  of  venereal  insontium,  venereal  disease  of 
the  innocent.  The  AM  A has  said  that  transfusion  alone, 
in  the  period  after  discovery  of  AIDS  but  before  ad- 
equate testing  protection  for  the  nation’s  blood  supply, 
produced  a theoretical  total  of  tens  of  millions  of 
Americans  at  risk.  That  is  the  number  of  those  who 
received  whole  blood  or  components  in  this  period 
plus  their  contacts. 

Only  in  the  past  few  months  has  the  enormity  of 
this  peril  to  human  life  on  earth  begun  to  be  widely 
understood  in  its  ghastly  dimensions.  It  has  changed 
almost  everything,  from  the  way  you  practice  medi- 
cine, to  the  public  perception  of  science  and  technol- 
ogy, already  jaundiced  by  Three  Mile  Island,  the  Chal- 
lenger disaster.  Love  Canal,  the  Swine  Flu  vaccine 
debacle,  Chernobyl,  and  the  rest. 

Against  this  background  of  disenchantment,  can  the 
public  really  be  called  benighted  when  it  demands,  as 
anxious  parents  did  in  New  York  and  in  other  cities 
when  physicians  told  them  they  had  nothing  to  fear 
from  AIDS  children  in  school:  “I  don’t  want  all  the 
medical  experts  telling  me,  ‘Don’t  worry.’  I’m  wor- 
rying.’’ 

Or  when  intelligent  and  concerned  citizens  persisted 
in  their  questions:  “Can  you  be  certain.  Doctor,  ab- 
solutely certain  beyond  any  doubt,  that  casual  trans- 
missions never  occur  and  cannot  occur?” 

The  answer,  given  by  one  medical  expert  after  an- 
other, is  less  than  satisfactory  to  the  lay  public.  That 
answer,  if  honestly  given,  is  always  a variant  of  this: 
“There  is,  of  course,  no  way  to  be  absolutely  certain 
about  almost  anything.  But  there  have  been  absolutely 
no  absolute  data  to  indicate  any  appreciable  risk.” 

At  the  risk  of  appearing  to  side  with  the  benighted, 
I can  sympathize  with  those  in  the  general  public  who 
are  not  entirely  satisfied  by  the  answers  they  are  get- 
ting. While  1 know  no  other  answer  is  possible,  cer- 
tainly not  at  this  juncture,  those  who  tend  to  denigrate 
public  misunderstanding  and  ignorance  should  remem- 


ber this:  to  the  layman,  science  had  long  appeared  to 
be  infallible  in  the  brave  new  world  of  enlightenment. 
But  science  is  tarnished  in  the  public  eye  by  a whole 
host  of  recent  events  that  cast  doubt  on  that  imagined 
infallibility.  I say  “imagined”  because  I know  few 
reputable  scientists  and  virtually  no  physicians  of  good 
report  ever  claimed  infallibility.  Far  from  it.  Doctors 
have  insisted  down  through  the  recent  years  of  apparent 
miracles-on-order  that  medicine  remains  an  inexact 
science. 

But  the  expectations  of  the  public  deafened  it  to 
these  repeated  protestations  of  imperfection.  Now  great 
numbers  of  otherwise  perceptive  people  are  saying:  “I 
do  not  believe  them.  I do  not  believe  they  know  enough 
about  AIDS  to  assure  me  that  it  cannot  be  contracted 
in  casual  contact.  What  is  casual  contact?  How  about 
sneezing  and  coughing?  Other  viruses  can  be  trans- 
mitted in  this  way,  why  not  AIDS?”  And  so  on. 

To  repeat,  the  public’s  lack  of  total  confidence  in 
public  health  pronouncements  has  its  root  in  recent 
examples  of  perceived  scientific  overconfidence.  It 
must  always  be  remembered  that  the  layman  is  thinking 
this:  If  they’re  wrong,  as  they  have  been  wrong  often 
before,  they  will  probably  admit  it  and  apologize.  But 
that  may  be  too  late  for  my  wife,  my  child  and  me. 
We  may  be  dead.” 

To  a dread  new  disease  that  is  100%  fatal  the  public 
wants  100%  assurance.  Science  can’t  give  it.  And  that 
is  the  bottom  line  of  a crisis  in  public  confidence  I 
believe  will  intensify  rather  than  diminish  in  the  years 
ahead,  as  the  casualty  figures  double  and  then  double 
again. 

Add  to  this  public  dissatisfaction  and  distrust  the 
enormous  economic  burden  of  this  epidemic,  as  its 
victims  increase  exponentially,  and  you  have  the  in- 
gredients for  a very  ugly  national  situation.  This  will 
infect  all  our  public  affairs  in  one  way  or  another. 

0 
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MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Imaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner — the  most  advanced  MRI  unit  on  the  market — has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-5100 

for  MRI  information  or  appointments. 

• C.T  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RADIOLOGY 

The  Board  Certified  radiologists  of  NonA/ood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/ Referrals  250-6837 
1 •800-272-6481  Toll  Free 


NORWOOD  CLINIC 

1528  North  26th  Street  • Birmingham  • Alabama  • 35234 
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Would-Be  Junior  Doctors 


As  this  is  written,  the  1987  regular  session  of  the 
Legislature  has  a few  working  days  remaining. 
Because  of  that,  I have  no  way  of  knowing  the  outcome 
of  some  bills  this  month’s  president’s  page  will  ad- 
dress; the  attempt  by  nurse  practitioners,  therapists  and 
others  to  gain  independent  status  for  their  services. 

Of  course,  some  of  their  requests  are  red  herrings, 
designed  to  divert  attention  from  the  real  objective  — 
independent  practice;  in  other  words,  some  kind  of 
limited  medical  practice  through  legistlative  act. 

Medical  practice  in  the  United  States  has  come  a 
long  way  since  the  Flexner  Report  pretty  well  brought 
to  an  end  the  absurd  permissiveness  that  allowed  just 
about  anybody,  qualified  or  not,  to  practice  medicine. 
Some  of  the  “doctors”  of  the  time  had  only  brief 
training  in  a dubious  night  school  somewhere,  or  in  a 
bogus  “medical  school”  that  was  nothing  more  than 
a diploma  mill. 

What  the  report  did  was  to  identify  the  ways  in 
which  the  public  was  being  victimized  by  unqualified 
practitioners. 

About  half  the  medical  schools  then  in  existence 


vanished  soon  after  the  report,  which  had  called  them 
a hoax. 

After  Flexner,  medicine  in  this  country  began  its 
long  and  difficult  rise  to  its  present  state,  with  medicine 
rigidly  controlled  and  certified  at  every  level,  from 
medical  school  certification  through  the  credentialing 
process. 

Only  a few  critics  along  the  way  have  dared  charge, 
as  was  once  routine,  that  the  system  is  thus  under 
monopoly  control  of  the  “medical  trust,”  which  has 
used  this  control  to  suppress  competition. 

While  certified  medical  training  is  a prerequisite  to 
the  practice  of  medicine,  it  is  arguing  in  circles  to  say 
that  doctors  thus  monopolize  the  practice. 

Of  course  they  do,  but  only  because  medical  practice 
in  every  state  require  certified  training  as  necessary 
background  before  anyone  is  licensed  as  competent  to 
assume  the  position  of  high  trust  and  responsibility 
known  as  medical  practice. 

Such  laws  were  designed  to  protect  the  public  from 
the  kind  of  inadequately  trained,  or  totally  ignorant, 
opportunists  who  hung  out  their  shingles  by  the  thou- 
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sands  before  Flexner.  Licensing  laws  thus  provided 
the  enforced  standards  that  made  American  medicine 
the  best  in  the  world. 

But  there  is  an  element  among  paramedical  people 
who  believe  that  they  are  unfairly  denied  their  chance 
to  practice  a little  independent  medicine  by  the  network 
of  laws  that  identify  them  (correctly)  as  support  per- 
sonnel for  physicians.  That’s  galling  to  a disgruntled 
few,  who  feel  they  have  somehow  earned  the  right  to 
free  themselves  from  physician  mentors. 

They  can’t  come  right  out  and  tell  the  public  that 
they  know  as  much  about  their  branch  of  medicine  as 
a far  more  extensively  trained  physician,  so  they  knock 
on  the  back  door.  When  they  win  one  privilege,  they 
will  regroup  and  ask  for  additional  legislation  to  further 
extend  the  fiction  that  they  are,  and  should  be,  inde- 
pendent practitioners. 

This  process  of  chipping  away  at  regulatory  laws  is 
called  incrementalism,  I believe.  You  try  to  do  by 
inches  what  would  surely  fail  if  you  attempted  it  by 
yards.  The  ultimate  objective  of  these  few  paramedical 
agitators  is  to  practice  medicine  as  junior  grade  doc- 
tors. And  some  of  them  won’t  be  satisfied  with  junior 
grade  for  long. 

The  motivating  power  of  such  movements,  which 
have  been  around  as  long  as  medicine  has,  derives 
from  jealousy,  unchecked  and  irrational  ambition, 
neatly  camouflaged  by  what  is  displayed  as  a bid  for 
simple  justice. 

Unfortunately,  they  are  able  to  present  just  enough 
examples  of  physicians  who  have  abused  their  status 
to  make  a vaguely  plausible  case  to  the  poorly  in- 
formed. That  case  is  designed  to  elicit  from  lawmakers 
and  the  public  this  response:  “Well,  why  not?’’ 

Expressed  that  way,  their  campaign  sounds  as 
American  as  apple  pie.  But  when  a legislature  allows 
its  heart  to  capture  its  head,  it  soon  finds  out,  too  late, 
that  the  real  objective  of  economic  independence  is 
free-standing  professional  independence. 

In  other  words,  legislatures  discover,  too  late,  that 
what  the  paraprofessionals  really  wanted  was  the  whole 
nine  yards  — with  separate  billing  and  other  excursions 
as  the  diversionary  springboard  to  independent  diag- 
nosis and  treatment  — in  short,  medical  practice. 


Having  reached  the  first  point  by  legislative  fiat, 
they  go  into  business  for  themselves.  Not  unreason- 
ably, the  public  assumes  such  independence  must  have 
been  sanctioned  by  law,  since  medical  practice  is  tightly 
regulated.  Therefore,  the  public  assumes,  the  new  jun- 
ior doctors  have  to  be  qualified  to  do  what  their  new 
sign  says  they  do. 

Of  course,  they  are  no  more  qualified  to  practice 
medicine  than  they  were  before  separate  billing  and 
other  dispensations.  In  short  order,  all  the  reforms 
imposed  since  Flexner  are  at  risk. 

Most  of  us  have  known  nurses,  therapists  and  others 
who  wanted  to  become  physicians.  We  encouraged 
them.  Many  have  gone  back  into  training  to  earn  the 
privilege  and  responsibility  some  are  now  seeking  to 
gain  by  shortcutting  the  system. 

Nurses,  therapists  and  others  who  want  to  practice 
medicine  should,  by  all  means,  be  encouraged  to  apply 
for  medical  school.  While  class  sizes  are  still  sub- 
stantial, applications  for  medical  school  have  fallen 
off  sharply  in  recent  years.  That  means  those  in  an- 
cillary branches  of  health  care  who  hanker  to  be  doc- 
tors themselves  have  a better  chance  than  at  any  time 
in  the  last  few  decades  to  have  a crack  at  that. 

I say:  Go  for  it.  It’s  long  and  it’s  tough  but  if  you 
really  want  it  above  all  else,  it  is  within  reach. 

In  the  next  breath,  however,  I say:  Forget  the  back 
door  approach.  You  aren’t  remotely  qualified  for  in- 
dependent practice.  Physicians  will  oppose  you  at  every 
turn  because  public  saf^ety  is  at  risk.  Additionally,  your 
objectives  can  only  increase  overall  costs  by  expanding 
the  delivery  system,  while  creating  a second  tier  of 
care. 

With  all  the  other  assaults  on  medical  practice,  the 
public  can  ill  afford  a return  to  the  bad  old  days  before 
1910  when  just  about  anybody  who  hankered  to  play 
doctor  could  do  so.  IZI 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to6  hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tabfets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  S mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICOOIN ' is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin 
istered  with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic  containing 
medications. 


Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  l^tients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  ant  icholinergia  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
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Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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HEALTH  OFFICER’S 
LETTER 


C.  E.  Fox,  III,  M.D.,  M.P.H. 


Controlling  Hypertension 


I would  like  to  acquaint  you  with  the  services  and 
activities  of  the  Hypertension  Branch  of  the  Alabama 
Department  of  Public  Health.  Beyond  being  the  State 
Health  Department’s  organizational  unit  to  provide 
statewide  hypertension  and  awareness  services,  the 
program  offers  an  expanding  three-prong  program  to 
control  high  blood  pressure  through  core  service  meas- 
urement, joint  care,  and  full  care  treatment. 

Alabama’s  Hypertension  program  began  12  years 
ago  after  a grant  was  written  and  funded  to  establish 
a single  county  pilot  program  in  Chambers  County. 
Until  recently  the  medication  component  existed  in 
only  10  counties;  however,  we  see  the  public  health 
role  expanding. 

Of  an  estimated  840,724  individuals  in  Alabama 
with  hypertension,  263,470  are  indigent,  which  is  de- 
fined as  less  than  150  percent  of  the  federal  poverty 
level.  Of  these  indigent  hypertensives,  88.9  percent 
are  uncontrolled,  based  on  a HANES  II  Survey  applied 
to  Alabama. 

A core  service  of  the  department  is  to  provide  blood 
pressure  measurement,  confirmation,  counseling  and 
referral  and  follow-up,  if  necessary.  This  is  available 
in  all  counties. 


The  second  service  of  the  department  is  joint  care 
management.  In  joint  care  the  patient  is  responsible 
for  obtaining  a private  physician  and  paying  for  his  or 
her  services.  All  decisions  relative  to  laboratory  stud- 
ies, choice  of  drugs  and  diagnostic  tests  are  under  the 
control  of  the  patient’s  private  physician. 

Joint  care  provides  an  avenue  for  the  health  de- 
partment to  work  with  the  private  medical  community 
to  serve  poor  patients  who  are  able  to  obtain  care  from 
a private  provider.  In  this  interaction,  the  health  de- 
partment provides  three  basic  functions.  The  first  is  to 
provide  drugs,  the  second  to  provide  blood  pressure 
monitoring  and  finally  patient  education.  Results  of 
blood  pressure  checks  or  information  about  drug  side 
effects  are  forwarded  to  the  patient’s  private  physician 
for  decisions.  Joint  care  is  offered  in  Barbour,  Butler, 
Cherokee,  Clarke,  Clay,  Cleburne,  Coosa,  Covington, 
Crenshaw,  Etowah,  Greene,  Henry,  Lowndes,  Ma- 
rengo, Pickens,  Pike,  Sumter,  Talladega,  Tallapoosa 
and  Washington  counties. 

The  third  type  of  service  we  provide  is  full  care 
management.  Patients  eligible  for  full  care  service  are 
indigent  individuals  who  are  unable  to  find  a private 
physician  or  afford  medication.  In  counties  where  full 
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care  hypertension  service  are  available,  the  health  de- 
partment contracts  with  members  of  the  local  medical 
community  to  see  these  indigent  patients.  In  some 
counties  the  private  physicians  come  to  the  health  de- 
partment to  staff  a monthly  hypertension  clinic,  while 
in  others  the  patients  are  referred  to  the  private  phy- 
sician’s office.  Not  only  are  drugs,  education  and  mon- 
itoring available  for  full  care  patients  but  also  an  EKG, 
baseline  blood  chemistry  and  urine,  and  a hypertension 
physical,  diagnosis  and  prescription.  Currently,  full 
care  patients  account  for  19  percent  of  all  patients 
served  for  hypertension  through  the  Alabama  Depart- 
ment of  Public  Health. 

Full  care  is  available  in  Bibb,  Calhoun,  Chambers, 
Coffee,  Dallas,  DeKalb,  Geneva,  Mobile,  Randolph 
and  Tuscaloosa  counties. 

Economic  eligibility  differs  according  to  the  serv- 
ices provided.  For  those  receiving  core  measurement 
services  there  is  no  income  requirement,  yet  the  ma- 
jority come  from  the  lower  end  of  the  economic  scale. 
Joint  care  patients  may  have  an  income  level  up  to  200 
percent  of  the  current  poverty  level.  Patients  consid- 
ered full  care  have  more  stringent  requirements  that 
they  be  below  150  percent  of  the  poverty  level. 

Hypertension  is  a major  risk  factor  for  coronary 
artery  disease,  cerebrovascular  disease  and  renal  fail- 
ure, thus  it  is  essential  that  this  statewide  system  of 
blood  pressure  control  for  indigent  patients  be  contin- 
ued and  expanded.  0 


Claude  Earl  Fox,  M.D.,  M.P.H. 
State  Health  Officer 
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Specify  Adjxmctive 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benim  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiaion-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranauilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibihty  of  premancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  laaation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effeaive 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effeas  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  FICI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protrarted  therapy.  Adverse 
effeas  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action  — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 
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Genesis  of  Paranoia 

Charles  H.  Smith,  M.D.* 


Abstract 

Some  conclusions  by  the  writer  expressed  in 
a previous  paper  on  paranoia  are  summarized. 

Parallels  and  nonparallels  between  parents 
of  schizoid  and  paranoid  ofl'spring  are  dis- 
cussed. Responsibilities,  accomplishments  and 
failings  of  such  parents  are  noted,  one  hopes 
in  a fair  and  even  handed  fashion.  The  poten- 
tial value  of  family  support  groups  such  as 
grandparents,  while  not  discussed  in  detail,  is 
not  underestimated. 

The  singular  position  of  the  Pediatrician  to 
act  in  both  a preventive  and  therapeutic  ca- 
pacity is  discussed  at  some  length.  The  fre- 
quently predestined  failure  of  the  teacher  as 
advisor  and  return  of  the  parents  to  Pediatri- 
cian is  recognized. 

Two  possible  avenues  of  cooperation  be- 
tween Pediatrician  and  Psychiatrist  are  ex- 
plored. 

The  value  of  antidepressant  and  antipsy- 
chotic medications  in  altering  the  course  of 
paranoia  is  felt  worthy  of  mention. 


*Psychiatry,  1909  Walnut  St.,  Montgomery,  AL  36106. 


Introduction 

In  an  earlier  paper  (Views  on  Paranoia),  the  writer 
stated  that  consistent  denigration  by  the  parents  or 
caretakers  is  essential  to  conversion  of  the  child  into 
a paranoid  adolescent  or  adult.  During  further  exam- 
ination of  Paranoids,  nothing  has  been  unearthed  to 
change  that  view.  Rather,  that  view  has  been  rein- 
forced by  the  taking  of  more  exhaustive  childhood 
histories. 

Also  in  the  earlier  writing,  some  considerable  em- 
phasis was  placed  upon  the  fact  that  Paranoia  and 
Schizophrenia  are  separate  disease  entities  which  often 
coincide  at  a given  time  in  a given  patient.  But  defi- 
nitely they  are  separate.  In  terms  of  nosology.  Paranoid 
Schizophrenia  probably  should  be  abolished.  Schizo- 
phrenic Disorder  (of  whatever  subtype)  with  concur- 
rent Paranoia  would  be  more  to  the  point.  But  the  label 
of  Paranoid  Schizophrenia  has  become  ingrained  and 
will  remain  a part  of  medical  literature.  It  should  not, 
however,  become  a part  of  our  thinking  in  dealing 
with  the  dynamics  of  two  differing  illnesses. 

Causal  Factors 

We  can  accurately  say  that  the  proponents  of  the 
“scapegoat”  theory  of  Schizophrenia  embrace  the  no- 
tion of  parental  denigration.  It  is  true  that  there  is  much 
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to  be  said  for  the  scapegoat  perception  which  holds 
that  the  most  vulnerable  child  in  the  family  is  sacrificed 
to  preserve  the  sanity  or  emotional  well-being  of  the 
family  as  a whole.  The  result  is  felt  to  be  the  “nur- 
turing” needed  to  produce  an  adult  Schizophrenic. 

The  Paranoidogenic  parents  may  well  cry  “foul.” 
What  sort  of  sport  is  involved  in  knocking  over  an 
already  sitting  duck?  The  vulnerable  child  can  be  ef- 
fectively disposed  of  in  a matter  of  months  or  a year. 

The  parents  in  the  process  of  Paranoid  production 
want  a sturdier  victim.  They  will  likely  devote  their 
best  efforts  to  the  cocky,  seemingly  self-sufficient  off- 
spring. A pursuit  of  this  sort  may  well  require  one  or 
two  decades  depends  on  the  victim’s  resources. 

Might  we  assume  that  the  parents  of  the  future  Par- 
anoid are  of  hardier  psychological  stock  than  those  of 
the  developing  Schizophrenic?  Family  histories  of  both 
seem  to  suggest  that  this  assumption  is  valid. 

The  above  might  be  illustrated  by  brief  case  pres- 
entations; 1)  A thirty-three-year  old  Viet  Nam  veteran 
presents  with  strong  paranoid  trends  but  seemingly 
only  one  delusion,  that  he  had  spoken  with  God  while 
overseas  and  has  been  instructed  to  take  whatever  steps 
necessary  to  save  the  world.  He  has  not  used  drugs. 
His  mother  is  a respected  black  municipal  employee. 
His  father  may  drink  excessively  but  reports  to  work 
on  a daily  basis.  A brother  is  an  Army  Master  Sergeant. 
The  veteran,  6 '5"  and  250  pounds,  is  entirely  non- 
violent. Following  an  unsuccessful  marriage,  he  de- 
cides that,  for  the  time  being,  any  plans  for  future 
marriage  should  be  discarded.  After  a few  months  in 
therapy,  he  (apparently)  becomes  free  of  Messianic 
delusions  and  is  currently  concentrating  on  his  own 
well  being. 

2)  A second  Viet  Nam  veteran  presents  with  flat 
affect,  blocking  of  speech,  splitting  of  associations, 
primary  process  thinking,  hallucinations,  and  multiple 
delusions,  mostly  paranoid  and  primarily  aimed  at  the 
Veterans  Administration,  obviously  a convenient  tar- 
get for  the  psychotic  veteran.  After  multiple  VA  hos- 
pitalizations, he  remains  delusional  and  has  stopped 
his  antipsychotic  medications.  It  is  only  a matter  of 
time  until  he  will  be  hospitalized  again.  The  writer 
had  for  several  years  treated  his  sister  for  depression, 
felt  to  be  on  a schizo  affective  basis.  Both  parents  have 
a history  of  psychiatric  hospitalization. 

As  brief  as  promised,  it  is  hoped  that  some  point 
has  been  made.  Veteran  1)  was  the  object  of  verbal 
abuse  by  his  father.  To  what  extent  the  mother  may 
have  condoned  or  potentiated  the  patient’s  abuse  dur- 
ing childhood  is  not  really  known.  She  is,  if  anything, 
too  protective  of  the  patient  at  present  but  he  is  in  the 
process  of  slowy  but  firmly  cutting  the  cord.  His  prog- 
nosis appears  good. 

Veteran  2)  is  the  product  of  an  unstable  family  and 
his  prognosis  is  poor.  One  always  hopes  for  a miracle 
but  there  is  no  reason  to  expect  one. 


The  Parents  as  Villians 

We  might  easily  conclude,  on  the  basis  of  what  has 
been  written,  that  the  parents  of  Schizoid  children  and 
Paranoid  young  persons  are  necessarily  evil.  This  is 
not  usually  the  case.  We  are  a civilized  people  and  in 
the  majority  do  what  we  think  is  best  for  our  children. 
We  love  them  and  are  not  at  all  reluctant  to  say  so. 
We  make  mistakes  but  we  make  honest  mistakes.  Em- 
phasis may  have  simply  shifted  from  physical  to  psy- 
chological error.  The  mother  who  avoids  bothering  her 
pediatrician  at  3:00  AM  when  her  month  old  child 
spikes  a temperature  of  106°  has  probably  made  a lethal 
error.  For  the  psychologically  mismanaged  child,  there 
is  generally  at  least  a second  try. 

It  is  very  true  that  there  are  children  who  are  know- 
ingly abused  by  a parent  or  parents.  Such  abuse  may 
be  physical,  psychological  or  both.  And  it  is  true  that 
there  are  numerous  incidents  in  which  the  parent  does 
abuse  and  does  so  in  the  absence  of  major  mental  or 
emotional  disorder.  Such  parents  are  criminals  and 
should  be  treated  accordingly.  The  mother  who  allows 
father/daughter  incest  knowingly  and  without  “blow- 
ing the  whistle”  is,  in  the  writer’s  view,  even  more 
guilty  than  the  father.  The  father  can  at  least  plead 
glandular  drive.  The  mother  may  prate  of  “keeping 
the  family  together”  but  in  such  an  instance  specious 
rationalization  has  no  place. 

We  do  have  the  obligation  to  investigate  any  pos- 
sibility of  serious  parental  emotional  disturbance  in 
any  instance  of  abuse.  We  have  an  ethical  responsi- 
bility to  pursue  this  to  an  end  point.  We  know  the 
proper  routes  to  take  and  we  know  that  cooperation 
with  appropriate  legal  authority  may  be  necessary. 
While  the  incestuous  parent  may  be  a criminal,  there 
is  no  body  of  knowledge  to  convince  us  that  he  is 
“cured”  by  a prison  term. 

Similarities  in  Parents  of  Schizophrenics 
and  Paranoids 

We  all,  whatever  our  own  shortcomings,  or  those 
of  our  children,  have  a need  for  self  esteem.  Such  a 
need  is  paramount  to  our  existence  and  lacking  self 
esteem  we  may  feel  compelled  to  commit  suicide.  We 
can  perpetuate  our  sense  of  worth  through  our  children, 
grandchildren  or  foster  children.  We  speak  proudly  of 
their  accomplishments  publicly  but  may  privately  take 
them  to  task  if  we  feel  they  have  failed  us.  This  is  an 
entirely  selfish  view  but  it  may  well  be  a universal 
attitude  and  a timeless  one.  Ancient  Egyptian  marital 
practices  would  not  now  be  legally  permitted  but  they 
served  the  purpose  of  providing  a sense  of  self  worth 
through  self  perpetuation.  Pyramids  did  the  same. 

So  it  is  probably  accurate  to  state  that  both  parents 
of  Schizophrenic  children  and  parents  of  Paranoid  chil- 
dren perform  as  they  do,  usually  (not  always)  uncon- 
sciously in  an  effort  to  maintain  selfesteem.  The  for- 
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mer  do  so  in  hope  of  eliminating  a weak  link  in  the 
family  chain,  the  latter  out  of  fear,  a fear  that  the  child 
might  ultimately  prove  more  competent  than  the  par- 
ents and  siblings  and  destroy  their  collective  self  es- 
teem. 

Other  Factors  in  Paranoia 

These  seem  fairly  obvious  but  the  obvious  is  often 
worth  repeating.  Very  passive  parents  may  surrender 
a dominant  role  to  a grandparent  or  uncle  or  even  to 
their  older  child.  Such  passivity  would  seem  to  bode 
ill  and  probably  usually  does.  But  a poor  outcome  is 
not  predestined.  The  parents,  for  whatever  reason  or 
reasons,  may  be  psychologically  impotent  and  a pos- 
itive and  self  assured  grandfather  might  be  just  what 
the  doctor  ordered.  This  will  not  often  be  the  case  for 
an  indefinite  period.  The  parents  will  hopefully  recover 
and  regroup  and  resume  responsibility,  an  act  which 
might  hurt  grandfather’s  feelings.  For  reasons  which 
probably  still  have  to  do  with  the  extended  family, 
black  parents  welcome  both  the  intervention  and  on- 
going assistance  of  a grandparent.  Often  grandparents 
are  expected  to  permanently  contribute  to  the  well 
being  of  their  “grands.” 

A father  or  mother  may  for  physical  or  emotional 
reasons  be  an  absentee.  Whichever  parent  is  absent, 
an  additional  burden  clearly  accrues  to  the  other.  This 
is  a handicap  but  not  at  all  an  insoluable  one.  The 
remaining  parent  may  have  the  strength  to  take  over 
and  there  are  generally  relatives  and  friends.  Even 
physicians  might  be  of  help.  More  of  physicians  later. 

The  Parental  Predicament 

Parents  read  books,  newspaper  advice  columns, 
watch  television  productions  and  may  hold  group 
meetings,  often  with  a minister,  priest  or  rabbi  as  mod- 
erator. They  do  this  in  hope  of  better  understanding 
themselves  and  their  children.  They  do  this  in  striving 
to  determine  the  role  of  Divine  intervention  or  Divine 
empathy. 

If  the  parent  is  overly  demanding  or  critical  he/she 
may  be  at  risk  of  producing  a psychotic  child.  If  too 
permissive,  there  is  danger  of  producing  a Personality 
Disorder,  a social  misfit.  Such  a situation  may  result 
in  a dilemma,  by  definition,  a choice  between  two 
mutually  unsatisfactory  courses  of  action.  Here  the 
help  of  the  minister  can  be  invaluable.  The  wise  and 
understanding  pastoral  counselor  can  help  the  parents 
choose  a middle  ground  even  when  none  seems  to 
exist.  At  worse,  he  can  reassure  erring  parents  that 
their  errors  are  not  those  of  deliberate  commission  if 
such  is  the  case.  The  key  words  are  wise  and  under- 
standing. Ministers  are  human  and  lacking  some  ex- 
pertise should  not  counsel.  Neither  should  priests  be 
randomly  assigned  to  receive  confession.  The  mission 
of  the  minister/priest/rabbi  is  to  help  resolve  the  di- 


lemma, not  compound  it.  An  overly  simplified  solution 
may  produce  a dismally  diffluent  resolution. 

The  Role  of  the  Physician 

Most  parental  misgivings  will  be  heard  by  the  in- 
ternist or  family  physician.  They  will  be  heard  while 
the  parent  is  in  for  a check  on  response  to  an  anti- 
hypertensive drug  or  resolution  of  a urinary  tract  in- 
fection. “By  the  way,  doctor,  our  fourteen  year  old 
son,  Jimmy,  is  refusing  to  go  to  school,  should  we 
make  him  go  or  do  you  think  he  is  just  going  through 
a phase  (phase  of  what)?”  What  in  the  world  is  the 
poor  physician  to  say?  He  can’t  possibly  say  “The  kid 
has  obvious  emotional  problems,  take  him  to  a psy- 
chiatrist or  psychologist  and  get  him  expert  help.” 
This  will  offend  the  patient  and  it  may  be  inaccurate 
advice.  The  parents  or  the  homeroom  teacher  may  be 
the  persons  in  need  of  straightening  out.  A not  unusual 
“compromise”  will  be  to  suggest  bringing  in  the 
youngster  in  three  months  for  a thorough  physical  ex- 
amination. By  then,  school  will  be  out  and  that  par- 
ticular problem  will  be  over  until  Jimmy  is  fifteen  and 
again  refuses  to  attend  class.  Thus  it  goes  until  this 
Jimmy  or  another  Jimmy  burglarizes  a store,  punches 
a teacher  or  shoots  a parent.  Are  things  really  so  bad? 
No,  but  they  are  not  good  and  they  don’t  seem  to  be 
getting  better.  This  is  not  a time  for  pathological  op- 
timism. Parents  have  taken  to  waiting  much  too  long 
for  things  to  “work  themselves  out.” 

Prevention  of  Paranoia:  The  Pediatrician 

As  a pediatrician  turned  psychiatrist,  the  writer  in- 
sists upon  his  right  to  remain  in  the  pediatric  fraternity. 
As  a group  (we)  pediatricians  are  something  of  a prickly 
bunch.  We  feel  that  we  are  overworked  and  underpaid 
and  we  are  entirely  correct.  We  feel  we  are  often 
scorned  by  other  professionals  until  they  are  presented 
with  a moribund  child  and  we  are  again  totally  right. 
We  know  that  our  familiarity  with  fluid  and  electrolyte 
balance  is  superior  to  that  of  a skilled  surgeon  and  the 
surgeon  in  need  will  not  argue.  We  can  do  an  intra- 
venous cutdown  and  initiate  TV.  fluids  while  the  sur- 
geon is  still  debating  a point  of  incision.  These  things 
we  do  through  practice.  By  the  end  of  residency,  they 
require  small  mentation  and  no  deliberation.  Resi- 
dency is  a fun  time,  a time  during  which  we  are  priv- 
ileged to  see  and  treat  a broad  spectrum  of  exotic  illness 
referred  from  many  geographic  areas. 

Practice  is  dull  time  when  we  treat  sore  throats, 
earaches,  do  reoutine  physicals  and  only  occasinally 
see  an  unusual,  thought  provoking  illness.  Practice  is 
also  the  time  during  which  we  have  the  very  rare, 
almost  unique  opportunity  to  observe  parent/child  in- 
teraction in  the  raw.  The  family  may  become  secretive 
toward  the  psychiatrist.  They  assume  the  pediatrician 
to  entirely  concentrate  on  the  infant’s  herniated  belly 
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button.  While  one  does  not  wish  to  demean  the  belly 
button  one  can  hope  that  other  things  are  also  de- 
manding the  pediatrician’s  attention. 

There  are  so  many  things  to  be  noted,  so  many 
questions  to  be  asked  and,  as  always,  so  little  time. 
The  pediatrician,  in  order  to  make  a decent  livelihood, 
rushes  from  patient  to  patient,  examining  room  to  ex- 
amining room.  But  it  is  upon  this  overworked  physi- 
cian that  we  must  rely  to  report,  or  at  least  note,  initial 
symptoms  of  child  and  parent  pathology. 

Why  does  Dr.  K.,  an  assistant  professor  of  English 
at  a nearby  state  university,  invariably  always  bring 
his  nearly  always  ill  five  children  to  the  office  alone? 
Why  is  Mrs.  K.  never  present?  After  one  year,  one 
asks.  The  answer  is  simple  and  seems  to  relieve  Dr. 
K.  Mrs.  K.  has  been  diagnosed  as  a Paranoid  Schiz- 
ophrenic. She  spends  a good  part  of  any  year  in  the 
hospital.  When  at  home,  she  refuses  medication  and 
physically  abuses  the  children. 

Mrs.  C.,  mother  of  two,  always  brings  her  children, 
quite  healthy,  for  examination  every  month.  During  a 
routine  and  negative  examination,  one  asks  about  the 
well  being  of  Mr.  C.  and  is  told  that  he  is  bisexual 
and  one  is  told  in  no  uncertain  terms  by  this  very 
attractive  lady  about  the  phenomenon  of  transference. 
The  pediatrician  is  confused.  He  has  not  been  taught 
of  transference.  He  might  suspect  it  in  teenage  patients. 
But  in  a parent,  no. 

The  point  of  the  above  mentioned  case  reports  is 
simple.  To  get  answers  one  asks  questions.  Nothing 
could  be  more  obvious.  And  nothing  more  neglected. 
Perhaps  there  are  times  when  we  would  rather  not  hear 
any  answers. 

The  pediatrician  is  forced  to  become  an  acute  ob- 
server. Forced  because  his  young  patient  is  usually 
unable  to  give  a comprehensive  history.  History  given 
by  the  parents  is  often  conflicting.  While  inserting  a 
probing  digit  or  instrument  into  a given  orifice,  there 
is  ample  opportunity  to  watch  for  hostile  glances  be- 
tween parents  or  from  parents  to  child.  While  visu- 
alizing an  eardrum  through  otoscope,  there  is  time  to 
say  “This  child  seems  physically  okay  but  there  is 
something  in  the  family  which  doesn’t  seem  quite  right. 
I may  be  wrong.  Why  don’t  we  go  to  my  office  and 
discuss  it?’’ 

The  pediatrician  and  only  the  pediatrician  can  make 
this  sort  of  suggestion,  command,  really,  and  can  make 
it  stick  and  can  do  so  without  alienating  the  parents. 
An  hour  in  the  office  isn’t  necessary.  If  something  is 
in  fact  wrong,  the  parents  are  aware  of  it  and  are  eager 
to  discuss  it  with  a physician  whom  they  respect.  Par- 
ents may  be  chary  of  discussing  family  problems  with 
their  internist,  fearful  of  a psychiatrist  or  psychologist 
but  quite  prepared  to  speak  where  the  child  is  the  focus 
of  attention.  The  pediatrician  can  and  should  make 
suggestions  and  can  do  so  with  near  certainty  that  they 
will  be  carried  out.  He  will  then  arrange  follow  up 


consultation  within  a given  period  of  time,  e.g.,  “Let’s 
get  together  in  a month  to  take  a look  at  things.’’  The 
pediatrician  should,  as  we  all  should,  qualify  the  limits 
of  his  expertise.  In  the  present  era  of  lawsuits  uber 
alles,  he  and  we  are  going  to  do  so. 

It  is  within  the  power  and  competence  of  the  pe- 
diatrician to  nip  paranoia  and  many  other  emotional 
illnesses  in  the  bud.  But  the  spectre  of  the  courtroom 
lingers.  It  both  lingers  and  flourishes.  “Now,  doctor, 
would  you  explain  to  the  court  during  what  part  of 
your  pediatric  training  you  became  an  expert  in  giving 
parents  advice  as  to  proper  psychological  counsel  in 
child  rearing?’’  How  does  one  explain  to  the  satisfac- 
tion of  judge  and  jury  that,  however  much  one  may 
have  memorized,  the  clinical  practice  of  medicine  (any 
field)  is  primarily  an  art,  not  a science?  “Are  you 
saying,  doctor,  that  after  so  many  years  of  schooling, 
you  acted  out  of  intuition,  not  your  many  years  of 
training?’’  How  to  explain  in  court?  It  is  suspected 
that  in  private  conversation  the  successful  attorney 
would  say  that  while  he  wants  the  best  training  avail- 
able or  affordable,  he  could  not  be  successful  without 
a “feel”  for  the  law.  And  what  is  a “feel”  for  the 
law?  It  is  an  intuitive  grasp  of  psychology. 

Pediatricians,  like  other  physicians,  are  fed  up  with 
comments  on  law.  Hopefully  they  remain  a group  who 
value  their  autonomy.  And  hopefully  they  will  con- 
tinue to  advise  where  advice  is  needed  and  the  devil 
take  the  vultures. 

Parents,  as  mentioned,  are  prone  to  view  their  child’s 
errant  behavior  as  just  a “phase”  and  certainly  they 
may  be  right.  It  is  of  equal  possbility  they  may  be 
woefully  wrong.  As  parents,  we  want  to  look  at  our 
children  as  normal.  We  may  dismiss  slipping  or  plung- 
ing grades  in  our  fourteen  year  old  as  simply  reflecting 
an  onset  of  interest  in  the  opposite  sex  to  the  detriment 
of  concern  with  academics.  A mild  decline  in  grades 
might  reflect  the  child’s  growing  respect  for  his/her 
hormones  and  some  bewilderment  as  to  how  to  deal 
with  glandular  maturation.  It  can  be  no  secret  that  most 
adolescents  compromise  through  masturbation.  When 
an  A or  B or  C student  becomes  a failing  one,  “phase” 
is  just  not  a satisfactory  or  complete  explanation.  Par- 
ents will  usually  consult  their  child’s  teachers  when 
grades  plummet.  The  teacher  labors  under  a distinct 
disadvantage.  Most  usually,  he  or  she  will  not  really 
know  the  parents.  The  parents  may  present  figuratively 
hat  in  hand,  ready  with  “Yes,  sirs”  and  “No, 
ma’ams.”  What  can  the  teacher  say  to  these  strange, 
little  known  or  unknown  persons?  Should  the  teacher 
suspect  serious  psychopathology  he/she  is  in  no  po- 
sition to  suggest  psychiatric  or  psychological  consul- 
tation. In  the  event  of  such  a suggestion,  parental  plat- 
itudes may  quickly  convert  into  threats,  threats  toward 
teacher,  principal,  Board  of  Education,  etc.  “We  came 
for  constructive  suggestions,  not  insults  to  our  intel- 
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CALL  FOR  PAPERS 

Medical  Association  of  the  State  of  Aiabama 
FOURTH  INVITATIONAL  SCIENTIFIC  SYMPOSIUM 

Saturday,  January  23,  1988  — 9 a.m.  to  4 p.m. 

The  Wynfrey  Hotel,  Riverchase  Galleria,  Birmingham 

Purpose  of  the  Program  — This  program  is  designed  to  allow  Alabama  physicians  to  share  with 
their  colleagues  current  research  efforts  and  professional  concerns.  Topics  selected  will  cover  a 
wide  range  of  medical  interests. 

Program  Format  — The  program  will  be  structured  from  the  papers  submitted  by  Alabama  phy- 
sicians. Depending  on  the  number  of  papers  received,  topics,  etc.,  some  papers  will  be  presented 
orally  while  others  may  be  part  of  a manuscript  discussion  period  led  by  a moderator.  Registrants 
and  participants  will  receive  advance  copy  of  all  papers. 

Paper  Selection  — Papers  will  be  selected  using  the  following  criteria  and  procedures. 

1.  The  subject  matter  should  be  of  interest  to  physicians  in  a number  of  specialties.  Emphasis 
should  be  on  medical  problems  which  may  be  encountered  by  primary  care  physicians. 

2.  This  is  a program  designed  for  and  presented  by  Alabama  physicians,  so  current  local  research 
efforts  and  professional  concerns  will  be  given  top  consideration. 

3.  The  paper  should  be  one  that  can  be  adequately  outlined  and  covered  in  20  minutes  with 
additional  time  for  questions.  Selectees  will  be  expected  to  prepare  suitable  written  material  to 
be  used  with  the  presentation  for  the  study  and  use  of  the  attendees. 

4.  On  the  final  review  of  papers,  members  of  the  MASA  Council  on  Medical  Education  will  select 
topics  from  a variety  of  specialties  and  physician  interests  to  offer  a balanced  program  of  general 
interest. 

Symposium  Timetable  . . . August  15  to  October  15,  1987  — Call  for  abstracts.  October  15,  1987 

— Final  date  for  abstracts  to  be  received.  Late  October,  1 987  — Review  of  abstracts  by  the  Council 
on  Medical  Education  and  final  selection  of  papers.  November-January  1988  — Announcement  of 
selections;  publicity  and  promotion  of  Symposium,  printing  of  abstracts  and  handouts.  January  23, 
1988  — Program  in  Birmingham. 

Symposium  Topics  — To  acquaint  potential  presenters  with  the  kinds  of  subjects  that  might  be 
suitable,  the  speakers  and  topics  at  the  1986  Symposium  are  listed  below. 

Robert  L.  Baldwin,  M.D.  — Current  Concepts  Regarding  Hearing  Loss  and  Its  Therapy;  S.  Hutson 
Hay,  M.D.  — Photography  in  the  Detection  of  Eye  Disease  in  Children;  William  M.  Sanders, 
M.D.  — Psychiatric  Referral  of  the  Difficult  Patient;  David  L.  Rader,  M.D.  — Lasers  in  Medicine 
and  Surgery;  Charles  W.  Pruet,  M.D.  — Common  Departures  from  Sound  Management  in  Head 
and  Neck  Cancer;  R.  Jay  Smith,  M.D.  — The  Spectrum  of  Surgical  Therapy  for  Primary  Car- 
cinoma of  the  Breast;  Carl  J.  Sanfelippo,  M.D.  — Prostate  Cancer  — Current  Concepts  and 
Managements;  Gary  D.  Monheit,  M.D.  — The  Moh’s  Technique:  Micrographic  Surgery  for 
Problem  Skin  Cancer;  Richard  D.  Meyer,  M.D.  — Obstetrical  Palsy,  Current  State  of  the  Art; 
Roger  W.  Boswell,  M.D.  — Acute  Care  and  Chronic  Medical  Illness;  Larry  W.  Epperson,  M.D. 

— Treatment  of  Vascular  Headaches;  Thomas  Gaskin,  M.D.  and  Bruce  Tucker,  M.D.  and  Linda 
Zwirlein,  R.N.,  M.S.  — Home  Parenteral  Therapy;  John  L.  Mathews,  M.D.  — Retrospective 
Review  of  Permanent  Pacemakers;  Rudolph  Navari,  M.D.,  Ph.D.  — Use  of  Biological  Response 
Modifiers  in  Treatment  of  Cancer. 

Abstracts  — Abstracts  of  the  proposed  paper  (200-300  words,  double-spaced)  should  be  sent  to 
the  Council  on  Medical  Education,  using  the  form  below,  or  a similar  format. 

ABSTRACT 

TO:  Council  on  Medical  Education,  MASA,  P.O.  Box  1900-C,  Montgomery,  AL  36197 

I would  like  to  present  a paper  at  the  MASA  Invitational  Symposium  on  Saturday,  January  23, 
1988  at  the  Wynfrey  Hotel  in  Birmingham.  An  abstract  (200-300  words  double-spaced)  is 
attached. 

I would  like  to  be  considered  for: 

□ Oral  presentation  of  complete  paper  only 

□ Either  oral  presentation  or  manuscript  discussion  period 
□ Manuscript  discussion  period  only 

Name Phone 

(Please  Type) 

Address 
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The  rewards  of  Limbitrol 

In  moderate  depression  and  anxiety: 

■ Rapid  results— 62%  of  total  four-week 
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44%  with  amitriptyline^ 
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Caution  patients  about  the  combined  effects  of  Limbitrol  with 
alcohol  or  other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  operating  machinery  or 
driving  a car.  In  general,  limit  dosage  to  the  lowest  effective 
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Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Tranquilizer^  Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderote  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  ontidepressonts  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  1 4 days  following  discontinuotion  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  ond  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved.  Contromdicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  m potients  with  history  of  urinary  retention  or  angle-closure  glaucoma. 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type  drugs. 
Closely  supervise  cordiovasculor  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction 
time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressonts  and  agomst  hozardous  occupotions  requiring  complete  mental 
alertness  (e.g  , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  os  suggested  in  several  studies.  Consider  possibility  of  preg* 
nancy  when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physicol  and  psychological  dependence  to  chlordiazepoxide  hove  been  reported  rarely,  use 
coution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increose  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  hove  been  reported  (nausea, 
headache  and  moloise  for  amitriptyline;  symptoms  [including  convulsions)  similar  to  those  of  barbiturate 
withdrawal  for  chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  m hyperlhyroid  potients  or  those  on 
thyroid  medicotion,  ond  in  patients  with  impoired  renal  or  hepotic  function.  Because  of  the  possibility  of 
suicide  in  depressed  potients,  do  not  permit  easy  access  to  large  quontities  in  these  patients.  Periodic  liver 
function  tests  ond  blood  counts  ore  recommended  during  prolonged  treatment.  Amitriptyline  component 
may  block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  ontidepressonts  ore  used 
concomitantly  with  cimetidine  (Tagamet),  clinicolly  significant  effects  have  been  reported  involving 
delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs  Concomitont  use  of 
Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedotive  effects  moy  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essentiol  treatment  See 
Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be  taken  during  the  nursing  period.  Not 
recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosoge  to 
preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects. 


Adverse  Reactions:  Most  frequently  reported  ore  those  associoted  with  either  component  alone; 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating.  Less  frequently  occurring 
reactions  include  vivid  dreoms,  impotence,  tremor,  confusion  and  nasal  congestion  Mony  depressive 
symptoms  including  onorexio,  fotigue,  weakness,  restlessness  and  lethorgy  hove  been  reported  os  side 
effects  of  both  Limbitrol  ond  amitriptyline  Granulocytopenia,  jaundice  ond  hepatic  dysfunction  have  been 
observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considerotion 
because  they  hove  been  reported  with  one  or  both  components  or  closely  reloted  drugs 
Cordiovascu/or  Hypotension,  hypertension,  tachycordio,  palpitations,  myocardiol  infarction,  orrhythmias, 
heort  block,  stroke. 

Psychiotric  Euphono,  opprehension,  poor  concentration,  delusions,  hollucmotions,  hypomanio  ond 
increosed  or  decreosed  libido. 

Neurologic.  Incoordination,  otaxia,  numbness,  tingling  ond  poresthesias  of  the  extremities,  extropyramidol 
symptoms,  syncope,  changes  m EEG  potterns 

Anticholinergic  Disturbonce  of  accommodation,  paralytic  ileus,  urinary  retention,  dilototion  of  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  foce  ond  tongue,  pruritus. 

Hemoto/ogic  Bone  marrow  depression  including  ogranulocytosis,  eosinophilic,  purpura,  thrombocy- 
topenia. 

Gostrointestinol  Nousea,  epigostric  distress,  vomiting,  onorexio,  stomatitis,  peculiar  foste,  diorrheo, 
block  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breost  enlargement,  galactorrhea  and  minor 
menstruol  irregulorities  in  the  female,  elevotion  ond  lowering  of  blood  sugor  levels,  ond  syndrome  of 
inappropriate  ADH  (ontidiuretic  hormone)  secretion. 

Other  Heodoche,  weight  gam  or  loss,  increosed  perspirotion,  unnory  frequency,  mydnosis,  joundice, 
olopecio,  porotid  swelling. 

Overdosage:  Immediately  hospitalize  potient  suspected  of  hovmg  taken  on  overdose.  Treotment  is 
symptomatic  and  supportive  l.V  administrotion  of  1 to  3 mg  physostigmine  solicylote  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for  manifestotions 
ond  treotment. 

Dosage:  Individualize  according  to  symptom  severity  and  potient  response.  Reduce  to  smollest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  doily  dose  may  be  taken  at  bedtime 
Single  h.s,  dose  may  suffice  for  some  patients  Lower  dosoges  are  recommended  for  the  elderly. 

Limbitrol  OS  (double  strength)  Tablets,  initial  dosoge  of  three  or  four  toblets  daily  in  divided  doses, 
increased  up  to  six  toblets  or  decreosed  to  two  tablets  daily  os  required.  Limbitrol  Toblets,  mitiol  dosage 
of  three  or  four  toblets  doily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DSJ  Toblets,  white,  film-coated,  eoch  containing  10  mg  chlordioze- 
poxide  and  25  mg  amitriptyline  (os  the  hydrochloride  solt),  ond  Tablets,  blue,  film-coated,  eoch  contoming 
5 mg  chlordiazepoxide  and  1 2.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Avoilable  m bottles  of  1 00 
and  500;  Tel-E-Dose*  packoges  of  100,  Prescription  Poks  of  50 
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CATALOG  OF  CME  TAPES 
AVAILABLE  FOR  FREE  CHECKOUT 

Listed  below  is  a catalog  of  videocassette  tapes  available  for  free  checkout  from  the  MASA  Education  De- 
partment. These  tapes,  produced  by  the  Network  for  Continuing  Medical  Education  (NCME),  deal  with  a variety 
of  medical  topics  of  interest  to  Alabama  physicians.  They  make  interesting  programs  for  medical  societies, 
inservice  gatherings,  or  just  continuing  education  for  the  individual  physician.  Each  program  qualifies  for  CME 
credit.  Some  are  approved  for  Category  1 credit  (indicated  with  an  asterisk);  all  others  qualify  for  Category  2 
credit.  Study  material  will  accompany  each  tape.  Videotapes  are  available  in  the  W VMS  format  and  the  W 
size.  To  request,  call  the  MASA  Education  Department  toll  free  1-800-392-5668  or  263-6441  and  let  us  know 
the  number  or  description  of  the  tape  desired.  Videotapes  are  available  normally  for  a two  week  period  but 
extensions  can  be  granted,  if  needed,  for  further  viewing. 


Released  in  1987 

*503  Pulmonary  Diagnostic  Imaging:  When  and  How  to  Use. 

502  Diagnosing  Gait  Disorders.  Noninvasive  Ambulatory  Blood  Pres- 
sure Monitoring:  Current  Applications.  Campylobacter  phyloridis 
as  a Cause  of  Gastritis:  Fact  or  Fiction? 

*501  Advances  in  Cardiology 

500  Healing  Beams:  Lasers  in  Medicine.  Preoperative  Pulmonary  Eval- 
uation and  Management.  Ventricular  Arrhythmias  in  Ambulatory 
Patients:  Whom  to  Treat? 

*499  Acute  Presentations  in  the  Geriatric  Patient 

498  Silent  Myocardial  Ischemia:  Report  from  Stony  Brook.  Alopecia: 
Common  Causes  and  Their  Management.  Contraception  for  Ado- 
lescents. 

*497  Radiation  Therapy  and  Cancer:  A Practical  Guide  for  Referring 
Physicians 

496  Diagnostic  Testing  in  Allergic  Diseases.  NIH  Consensus  Devel- 
opment Conference:  Infantile  Apnea  and  Home  Monitoring.  In- 
formed Consent  with  Competent  Patients. 

*495  The  Diagnosis  and  Treatment  of  Anemia:  An  Update: 

494  Extracorporeal  Membrane  Oxygenation  (ECMO)  in  Neonates.  Ad- 
vances in  Cancer  Therapy:  Autologous  Bone  Marrow  Transplan- 
tation. The  Management  of  the  Multiple  Sclerosis  Patient. 

*493  Orthopedics:  Four  Critical  Problem  Areas 

492  Panic  Disorder:  The  Nameless  Fear.  Hormone  Therapy  in  Young 
Women  with  Irregular  Menses.  Hearing  Loss. 

Released  in  1986 

491  The  Complications  of  Chemotherapy:  Prevention  and  Management. 
Extracorporeal  Shock-wave  Lithotripsy.  New  Developments  in  Im- 
munizations. 

*490  Alzheimer’s  Disease:  A Clinical  Update 

489  A Clinical  Guide  to  Exercise  Prescription.  Occupational  Asthma: 
Two  Case  Histories.  The  Athletic  Ankle  Injury:  Protective  Wrap- 
ping and  Taping. 


*488  Hypercholesterolemia:  Current  Clinical  Approaches 
487  Malignant  Melanoma  and  Its  Clinical  Simulators.  Cardiomyopathy: 
Identifying  the  Underlying  Causes.  Managing  Endometriosis  To- 
day. 

*486  Management  of  Chronic  Pain 

485  Febrile  Seizures  in  Children.  Computer-Assisted  Diagnosis.  Oral 
Medicine  Consultations:  A Quiz. 

*484  Osteoporosis:  Balancing  Bone  Resorption  and  Bone  Formation 
483  Chernobyl:  Robert  P.  Gale  Reports.  Management  of  Stress  Incon- 
tinence. Smokeless  Tobacco:  A New  Threat  to  Public  Health. 

*482  When  the  Lungs  Sound  Sick 

*481  Cancer  Screening:  The  Most  Effective  Cure 

*480  Asymptomatic  Hypertension:  Short-  and  Long-term  Strategies 
479  Snake  & Spider  Bites:  Aggressive  Management  of  Venom  Injuries. 
Pediatric  Orthopedics:  Managing  Patients  Under  Three  Years  of 
Age.  Balloon  Angioplasty:  An  Update  on  a Revolutionary  Proce- 
dure. 

*478  AGES:  A Multidisciplinary  Approach  to  the  Ambulatory  Older 
Patient 

477  AIDS  in  the  Hospital:  the  Fears  and  the  Facts.  Prevention  of  Stroke: 
Treating  Vertebrobasilar  Insufficiency. 

*476  Adolescent  Health:  A Primary  Care  Responsibility 
475  Recent  Advances  in  Psoriasis  Therapy.  Managing  Pet-Related  Dis- 
ease. Other  Uses  for  Antidepressants. 

*474  Common  Psychiatric  Disorders  in  Children  and  Adolescents 
473  Prostate  Neoplasm:  Early  Diagnosis  and  Treatment  Options.  Irrit- 
able Bowel  Syndrome:  Diagnosis  and  Clinical  Management.  Anx- 
iolytics and  Hypnotics:  Questions  and  Options. 

*472  Clinical  Advances  in  the  Care  of  Young  Infants 
471  Treating  Influenza.  The  Incurably  111  Patient.  Low-Level  Exercise 
Testing. 

*470  Prevention  of  Stroke:  Look  at  the  Risk  Factors 
469  Lessons  from  the  Mexican  Earthquake:  Medical  Responses  in  Dis- 
aster Relief.  Update  on  Anaphylaxis.  CT  Scan  of  the  Abdomen: 
Blunt  Trauma  and  Neoplasms 
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468  Magnetic  Resonance:  Imaging  for  the  80’s.  Teen  Suicide:  Rec- 
ognition and  Response.  CT  Scan  of  the  Abdomen:  Common  Ab- 
normalities. 

*467  Low  Back  Pain:  Solving  the  Clinical  Challenge 

466  Hodgkin’s  Disease:  Challenges  of  Survival.  Vertigo:  Etiology  and 
Diagnosis.  Nonsteroidal  Anti-inflammatory  Drugs:  Similarities  and 
Differences. 

*465  Consultations  in  Geriatric  Dermatology 

464  Adolescent  Scoliosis:  Early  Diagnosis  Is  the  Key.  Exercise  Pre- 
scription for  the  Coronary  Patient.  Glaucoma:  Clinical  Pearls  and 
New  Developments. 

*463  Beta  and  Calcium  Channel  Blockers:  A New  Era  in  Cardiovascular 
Therapy 

462  The  Burdened  Shoulder:  Diagnosing  Joint  Pain.  Pitfalls  and  Point- 
ers in  the  Management  of  Chronic  Headache.  The  Pre-Sport  Eval- 
uation. 

*461  Geriatrics:  Aging  Norms  and  Three  Problems 

460  The  Drug  Overdose  Emergency.  Treatment  of  Hemorrhoids  with 
Laser.  Mitral  Valve  Prolapse:  A Second  Look  at  the  Primary  Dis- 
order 

*459  Medical  Malpractice:  Changing  the  Odds 

NCME  SPECIAL  — National  Antibiotic  Therapy  Update  III 

*458  Acquired  Immune  Deficiency  Syndrome:  An  Updated  Review. 

*457  Drug  Abuse  in  Adolescents 

*456  Physical  and  Sexual  Abuse  of  Children:  The  Physician’s  Role  in 
Recognition  and  Intervention. 

455  Radiographs  in  the  Diagnosis  of  Sinusitis.  Cervical  Degenerative 
Arthritis:  A Practical  Approach  to  Treatment.  The  Workup  for 
Allergic  Rhinitis  in  Adults  and  Children. 

*454  Withholding  and  Withdrawing  Life  Support. 

*453  Hypertension  in  the  Elderly.  Failure  to  Thrive  (Infant  or  Adoles- 
cent). 

*452  The  ABCs  of  DRGs:  Practical  Implications  of  Prospective  Payment. 

451  Transfusion  in  Anemia:  Indications  and  Long-Term  Management. 
Intraocular  Lens  Implants:  From  Decision  Through  Follow  Up.  A 
Lingual  Diagnostic  Quiz. 

*450  Eating  Disorders:  Food  for  Thought. 

449  Reinfarction:  Reducing  the  Risk.  Prophylactic  Antibiotics:  Which, 
When,  and  How  to  Use?  Chlamydia:  Silent  Epidemic. 

*448  Clinical  Preventive  Medicine:  Risk  Factor  Recognition  and  Re- 
duction. 

447  PVCs  in  the  Elderly:  To  Treat  or  Not  to  Treat?  Antidepressants  for 
Autonomous  Depression.  Amenorrhea  in  Adolescents. 

446  Arterial  Blood  Gas  Interpretation:  A Practical  Approach.  Fad  and 
Fancy  Diets.  External  Corneal  Diseases:  Seeing  Red. 

Released  in  1984 

*445  Drug  Interactions:  A Practical  Approach. 

444  Alcohol  and  Medications:  Lethal  Cocktail?  Heredity  vs.  Environ- 
ment in  the  Diagnosis  and  Control  of  Genetic  Disorders.  Tuber- 
culosis Today:  Preventable  and  Curable. 

*443  Renal  Allografts:  A Model  for  Vital  Organ  Transplants. 

442  Extraordinary  Life  Support  and  The  Right  to  Die.  Neutropenia: 
Physiology  and  Diagnosis.  Impotence:  New  Physiologic  Ap- 
proaches. 

441  Falls  in  the  Elderly:  Can  We  Prevent  Them?  Balloon  Flow-directed 
Catheters:  Diagnostic  Lifesavers.  Antibiotic  Therapy  Today:  Be- 
yond Bugs  and  Drugs. 

*440  From  Black  Bag  to  Black  Box:  Computers  in  the  Medical  Office. 

439  Coronary  Artery  Disease:  Can  the  Bypass  be  Bypassed?  Fetal  Mon- 
itoring: Principles  and  Practice. 

*438  Selected  Topics  in  Ophthalmology. 

*437  New  Horizons  in  Radiology. 


*436  The  Freestanding  Ambulatory  Surgery  Unit:  Fifteen  Years  Later. 

435  The  Solitary  Pulmonary  Nodule:  Benign  or  Malignant.  Cryosurgery 
in  Dermatology:  A Useful  Office  Technique.  Testicular  Tumors: 
Clinical  Features  and  a Changing  Prognosis. 

*434  Evolving  Concepts  in  the  Treatment  of  Acute  Myocardial  Infarc- 
tion. 

433  Blunt  Abdominal  Trauma.  Ovarian  Cancer:  Etiology,  Diagnosis  & 
Treatment.  Insulin  Resistance  in  Type  II  Diabetes  Mellitus. 

*432  Clinical  Analysis  of  Ethical  Dilemmas. 

431  The  Modem  "Treatment  of  High  Blood  Pressure.  Dupuytren’s  Con- 
tracture: An  Intricate  Tumor  of  the  Hand.  Implanted  Drug  Delivery 
Systems:  Alternate  Paths. 

*430  Lasers  in  Medicine:  Healing  Energy. 

429  Alcoholism  — Is  It  Or  Is  It  Not  a Disease?  Lyme  Disease:  The 
Hidden  Vector.  Evaluating  the  Infertile  Couple. 

*428  Assessment  and  Resuscitation  of  The  Trauma  Victim. 

427  The  Management  of  Animal  Bites.  Stopping  Skin  Cancer  . . . Be- 
fore and  After  It  Starts.  Congestive  Heart  Failure.  Management  of 
the  Total  Patient 

*426  Alzheimer’s  Disease:  Clinical  Recognition,  Diagnosis,  Staging,  and 
Management. 

425  Case  Studies  in  Cardiomyopathy.  Retinal  Tears:  A Prelude  to  Ret- 
inal Detachment?  Immunizations:  The  Physician’s  Responsibility. 

*424  Sports  Medicine:  Prevention  and  Treatment  of  Injuries  for  Orga- 
nized and  Recreational  Sports. 

423  Patterns  of  Osteoporosis:  New  Treatment  Approaches.  Therapeutic 
Strategies  in  Tardive  Dyskinesia.  When  Patients  Travel. 


Released  in  1983 

*422  The  New  Antibiotics:  When  Are  They  Indicated? 

421  Recombinant  DNA  and  Clinical  Progress.  Peripheral  Arterial  Dis- 
ease: Detection  and  Management,  Multiple  Sclerosis:  Scattered  in 
Time  and  Space. 

*420  The  Simplex  Complex:  Managing  Patients  with  Genital  Herpes. 

419  The  Role  of  Parathyroid  Hormone  in  Calcium  Metabolism.  The 
Management  of  Obesity.  New  Therapies  for  Coronary  Artery  Dis- 
ease. 

*417/418  Depression:  A Life-Threatening  Illness. 

416  Peptic  Ulcer  Disease  Parts  1 and  2.  Nasal  Fractures:  Emergency 
Treatment. 

*415  A Developmental  Approach  to  Well  Baby  Care. 

*414  Substance  Use  Disorders:  Diagnosis  and  Management. 

*413  Soft  Tissue  Rheumatic  Pain  Syndrome. 

412  Office  Management  of  Chronic  Pain.  Malabsorption  Syndrome 
Flexible  Sigmoidoscopy. 

*411  Asthma:Allergy  and  More. 

410  Heat  Syndromes:  Cool  It!  Part  I,  Part  II.  Amniocentesis.  Calcium 
Channel  Blockers  in  Cardiovascular  Disorders  Part  1,  Part  II. 

*409  Diabetes  Mellitus:  Advances  in  Control,  Exercise,  and  Pregnancy. 

408  Cardiac  Pacemakers  Part  1 & 2.  Taking  a Sleep  History.  The  CO, 
Laser  in  Gynecology  Part  1 & 2. 

*407  Ultrasound:  Diagnostic  Echoes. 

406  Hemodialysis  in  the  Home.  Frostbite:  Treat  for  Tissue  Conservation 
Criteria  for  Caesarean  Childbirth.  Part  1 

*405  The  Management  of  Chronic  Obstructive  Pulmonary  Disease. 

404  Tropical  Diseases:  Diagnostic  Puzzles.  Drug  Interactions  in  the 
Elderly:  Increasing  the  Index  of  Suspicion.  Pelvic  Inflammatory 
Disease:  A Controllable  Epidemic. 

*403  Toxidromes:  Practical  Pointers  in  Poisoning. 

402  Colorectal  Cancer:  Techniques  of  Early  Detection,  Perinatal  Death 
Counseling  the  Bereaved  Parents.  Common  Protozoan  Infections. 

401  The  Challenge  of  Nosocomial  Infections.  Acquired  Immune  De- 
ficiency Syndrome.  Routine  CBCs:  The  Meaning  of  Subtle  Changes. 

*400  The  Clinical  Approach  to  Autoimmune  Thyroid  Disease. 
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Genesis  of  Paranoia 

continued  from  page  21 

ligence  and  that  of  our  children.”  And  so  on. 

Whoever  invented  “phase”  in  the  presently  used 
context  should  be  grouped  with  whoever  first  stated 
“they  say”  and  be  drawn  and  quartered.  But  these 
people  will  never  be  discovered. 

The  parent-teacher  consultation  having  failed,  where 
do  the  parents  go?  To  the  one  person  who  knows  them 
and  their  child.  The  person  who  may  have  examined 
their  febrile  child  with  father  in  his  T shirt  and  mother 
in  gown  and  robe.  That  person  who  knows  the  parents 
not  dressed  in  churchly  garb.  That  person  not  reluctant 
to  speak  plainly,  clearly  and  critically.  That  person  is, 
of  a certainty,  the  pediatrician. 

The  Role  of  the  Pediatrician  and  Psychiatrist 

A psychiatrist  will  soon  learn  not  to  give  the  pe- 
diatrician unsolicited  advice.  A psychiatrist  who  has 
functioned  as  a pediatrician  knows  quite  well  to  avoid 
gratuitous  commentary.  The  confidence,  which  some 
colleagues  in  other  fields  deem  arrogance,  does  not 
seem  to  be  declining  among  those  who  practice  child 
and  adolescent  care.  There  is  no  physician  in  another 
specialty  who  is  in  a position  to  hone  in  so  quickly  on 
the  parental  negativism  which  seems  imperative  to  the 
creation  of  the  Paranoid.  Father  in  T shirt  and  mother 
in  gown  and  robe  may  feel  only  a physical  obligation 
to  the  febrile  child.  Indeed,  during  the  examination 
they  may  berate  the  child  for  getting  doctor  out  of  bed 
after  office  hours.  How  often  they  delay  contacting 
the  doctor  that  the  child  is  ill  during  regular  hours  we 
will  not  know.  We  can  say  that  the  child  is  rendered 
much  more  “beratable”  at  2:00  AM  than  at  2:00  PM. 
This  worthless  individual  has  not  only  interrupted  the 
rest  of  the  physician,  but  of  parents,  brothers  and  sis- 
ters. 

Let  us  suppose  that  the  pediatrician  has  had  one  or 
more  consultations  with  the  parents,  that  he  has  ad- 
vised them  to  “let  up”  on  their  criticism,  to  compli- 
ment behavior  which  is  good  and  minimize  flagellation 
for  that  which  is  perceived  as  onerous  and  feels  that 
little  has  been  accomplished.  The  doctor  may  then 
decide  upon  psychiatric  referral. 

Psychiatric  referral  may  take  at  least  two  possible 
routes.  The  child  and  parents  may  be  seen  by  the 
psychiatrist  in  several  consultative  sessions  and  then 
psychiatrist  and  referring  physician  can  compare  notes 
and  decide  on  future  approach.  Psychiatrist  and  refer- 
ring physician  may  conclude  that  referring  physician 
continue  primary  care  with  periodic  consultative  in- 
terventions by  the  psychiatrist.  This  may  often  be  the 
best  decision.  However,  it  may  be  concluded  that  things 
have  gone  too  far,  that  the  child  or  adolescent  needs 
to  enter  active  therapy. 

Child  therapy  is  expensive  because  it  is  necessarily 
intensive.  During  the  initial  weeks,  at  least,  anything 


less  than  weekly  sessions  is  not  worthwhile.  In  dealing 
with  the  youngster  headed  for  paranoia,  therapists  and 
parents  will,  in  the  beginning,  be  working  at  cross 
purposes.  The  therapist  has  an  hour  weekly  during 
which  to  enforce  the  patient’s  sense  of  self  worth  and 
independence  of  the  criticism  of  others.  The  parents 
have  all  of  the  remaining  hours  of  the  week  to  undo 
what  might  have  been  accomplished.  If  all  such  parents 
were  deliberately,  maliciously  and  entirely  consciously 
bent  upon  destruction  of  their  child,  then  that  child 
would  be  doomed.  But  this  thankfully  is  not  the  usual 
situation.  As  was  earlier  noted,  the  parents  may  be 
reacting  to  a show  of  strength  on  the  part  of  the  patient 
and  in  doing  so  unwittingly  lapse  into  a destructive  set 
of  attitudes.  It  becomes  clear  that  the  therapeutic  effort 
must  involve  the  parents  as  well  as  the  child.  It  is  not 
difficult  for  the  therapist  to  fall  into  a counterthera- 
peutic  countertransference  in  which  “you  and  I”  (child 
and  therapist)  operate  against  “them”  (the  parents). 
This  is  a fatal  attitude.  Fatal  to  child,  parents  and 
ultimately  the  therapist. 

Use  of  Medications  in  Older  Children 
and  Adolescents 

With  the  exception  of  hyperactive  children  and  those 
with  nocturnal  eneuresis,  and  a few  others  such  as 
adolescent  Narcoleptics,  we  have  generally  scorned 
the  use  of  medication. 

Fairly  recently  we  learn  from  child  psychiatrists  and 
psychologists  that  the  older  child  or  adolescent  who  is 
depressed  is  as  deserving  of  antidepressant  pharma- 
cotherapy as  the  adult.  There  is  no  law  which  says  the 
eighteen  year  old  will  respond  to  antidepressants  but 
the  fourteen  year  old  will  not,  other  than  the  unwritten 
one  formulated  by  behavioral  psychologists.  Can  any- 
one be  much  more  depressed  than  the  child  destined 
for  paranoia  who  daily  endures  the  slings  and  arrows 
of  outraged  and  outrageous  parents?  We  think  not. 

Because  of  the  possible  side  effects  of  antipsychotic 
drugs,  one  entertains  the  prospect  of  prescribing  the 
Neuroleptics  with  a great  deal  of  caution.  About  the 
wisest  thing  one  can  say  is  that  the  therapist  who  fore- 
sees only  a grave  outcome  without  medical  interven- 
tion must  do  what  he  thinks  best.  It  isn’t  easy  to  imag- 
ine a side  effect  quite  so  grave  as  a paranoid  psychosis. 

Summary  and  Conclusion 

Any  discussion  of  the  pathogenesis  of  paranoia  must 
remain  modest  in  scope  and  goal.  Modesty  is  dictated 
by  our  present  relative  state  of  ignorance  and  there  is 
no  question  that  we  are  confined  in  our  knowledge. 

The  object  of  this  paper  is  not  to  underscore  that 
which  we  do  not  yet  know.  Rather  it  has  been  to 
explore  and  define  what  we  do  know  and  to  discuss 
the  ways  in  which  our  knowledge  can  best  be  used  in 
treatment  of  our  patients.  We  can  say,  within  the  bounds 
of  modesty,  that  we  know  more  than  we  realize.  [3 
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disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  Alabama  35403,  or  tele- 
phone Frank  Cochran,  collect  at  758-7545  for  more  information. 


FAMILY  PRACTICE  FOR  SALE  — young  practice,  private  pay 
96%,  medicare  4%,  Equipment  4 years  old  included.  Leased  office 
attached  to  hospital.  4'/2  day  work  week,  excellent  coverage.  Gross 
$184,000  and  still  growing.  Immediate  possession  due  to  specialty 
change.  Town  population  50,000,  adjacent  to  Tennessee  River. 
Bargain  price,  $45,000.  Terms  negotiable.  R.  P.  Carrell,  205-355- 
8755. 


PEDIATRICIAN  — S.E.  lakeside  community  of  35K  supported 
by  70 -t-  bed  hospital  losing  current  pediatrician.  Associate  with 
OB/GYN.  Many  referring  physicians  to  feed  new  practice.  Best 
schools  in  state.  Two  hours  from  Gulf  coast.  Superb  housing. 
Competitive  compensation/benefits  package.  Coverage  available. 
Contact  Amy,  TYLER  & CO.,  9040  Roswell  Rd.,  Atlanta,  GA 
30350.  Call  (404)  641-6411. 


MEDSTAFF  is  a multi-specialty  locum  tenens  and  permanent 
placement  service.  The  most  respected  physician  staffing  group  in 
the  Southeast  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
Medstaff,  P.O.  Box  15538,  Durham  NC  27704. 


GENERAL  SURGEON  — Southeast  lakeside  community  of  35K 
supported  by  70 4-  bed  hospital.  Assume  established  surgeon’s 
ready-made  practice  and/or  multi-specialty  partnership  option.  Best 
schools  in  state.  2 hours  from  Gulf  coast.  Superb  housing.  Ex- 
perience a plus.  Competitive  compensation/benefits  package.  Con- 
tact Amy,  TYLER  & CO.,  9040  Roswell  Rd,  Atlanta,  GA  30350. 
Call  404-641-6411. 


Physicians 

IHNEIOIIEOROiR? 

Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 

Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguardr  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 

jBIF wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 

© Wilmer  Service  Line  1984 

‘Registered  Trademark  of  Safeguard  Business  Systems,  Inc 


38  / Alabama  Medicine,  The  Journal  of  MASA 
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Salary  negotiable  depending  on  training  and  experience.  Excellent 
fringe  benefits;  13  annual  leave  days,  13  holidays,  13  sick  leave 
days,  health  and  dental  insurance,  retirement,  credit  union,  profes- 
sional liability  insurance,  continuing  education,  and  more.  Please 
contact  Gary  L.  Duerksen,  Personnel  Officer,  Searcy  Hospital, 
Mt.  Vernon,  AL  36560.  Telephone  (205)  829-9411.  Equal  Op- 
portunity Employer. 


Family  Practitioner 
General  Practitioner 
Pediatrician 

Needed  now  to  work  with  an  unique, 
internationally  respected  rural  health  system 
network  in  Kentucky  which  includes  a hospital, 
satellite  clinics,  a home  health  agency  and  a 
school  of  advanced  nursing.  This  is  an  Equal 
Opportunity  Employer.  A ^ional  medical 
center  is  within  20  miles.  Tne  practice 
environment  is  stimulating  - physicians  and 
Advanced  Registered  Nurse  Practitioners  work 
in  joint  practice  teams;  interaction  with  smdents 
is  encouraged;  the  rural  population  presents  a 
great  range  and  intensity  of  medical  problems. 
The  setting  is  in  heavily-wooded  mountains  with 
a moderate  4-season  climate.  Seven  state  parks 
are  within  80  miles. 

Superior  compensation/benefits  package  includes 
a guaranteed  salary  with  incentives  and 
malpractice.  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2556. 

(ffl'OCUS: 

Healthcare 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Molprocfice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  tor  patients  and  tor  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  tor  those  who  qualify. 

★ It  qualified,  unlimited  professional  development 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


MSgt.  Jim  Gammon 
Station  to  Station  Collect 
(404)  292-4948 
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PHYSICIANS 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician , there  are 
a lot  of  worries  associated  with  private 
practicethathe  won't  have  to  contend 
with.  Likeexcessivepaperwork,  andthe 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  willget  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high 
quality  healthcarewith  a minimumof 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Arm  v 
Medical  Department  Counselor  for 
moreinformation. 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.lhe  following  is  a brief  summary. 


* 


t/VARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion, Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaireri.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K'^  intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide',  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH))  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  Impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  rtyscrasias,  liver  damage, 
other  Idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adiustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  repotted.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  rela,xants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acirt  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  'Dyazide' 
should  be  used  with  caution  In  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  Indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereri),  hyperuricemia  anrf  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  ouinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  Increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutlonal 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazirfes 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  Incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide' 
although  a causal  relationship  has  not  been  established. 

Supplied;  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (Intended  for 
institutional  use  only);  in  Patient-Pax unit-of-use  bottles  of  100. 

BRS-DZ  L42 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Potassium  - Sparing 

25  mg  Hydrochlorothiazide/50  mg  Tnamterene/SKF 

Over  20  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
■Vtiur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina.  PR  00630 
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ZANTAC  M 50  Tablets 
(ranitidine  hydrochloride) 

ZANTAC  *300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see  complete  prescribing 
information  in  ZANTAC*  product  labeling. 

INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in; 

1 . Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal  within  four 
weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dosage  after 
healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zollinger- 
Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most  patients  heal 
within  six  weeks  and  the  usefulness  of  further  treatment  has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  therapy  and  is  main- 
tained throughout  a six-week  course  of  therapy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hypersecretory  states;  and 
GERD,  concomitant  antacids  should  be  given  as  needed  for  relief  of  pain. 
CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients  known  to 
have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does  not  preclude 
the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted  in 
patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 
Caution  should  be  observed  in  patients  with  hepatic  dysfunction  since  ZANTAC  is 
metabolized  in  the  liver. 

Folse-positive  tests  for  urine  protein  with  Multistix*  may  occur  during  ZANTAC 
therapy,  and  therefore  testing  with  sulfosalicylic  acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the  oction  of  cytochrome 
P-450  enzymes  in  the  liver,  there  hove  been  isolated  reports  of  drug  interactions 
which  suggest  that  ZANTAC  may  offect  the  bioavailability  of  certain  drugs  by  some 
mechanism  as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
chonge  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC  for  use  in  children 
or  pregnant  patients.  Since  ZANTAC  is  secreted  in  humon  milk,  coution  should  be 
exercised  when  administered  to  a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be  related  to 
ZANTAC*  administration.  Constipotion,  diarrhea,  nausea/vomiting,  and  abdominal 
discomfort/pain  have  been  reported.  There  have  been  rare  reports  of  malaise, 
dizziness,  somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  premature 
ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible  mental  confusion,  agito- 
tion,  depression,  and  hallucinations  have  been  reported,  predominantly  in  severely 
ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least  twice  the  pretreat- 
ment levels  in  6 of  1 2 subjects  receiving  1 00  mg  qid  IV  for  seven  days,  and  in  4 of  24 
subjects  receiving  50  mg  qid  for  five  days.  With  oral  administration  there  hove  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepatoconalicular  or 
mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulocytopenia,  throm- 
bocytopenia, and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic  activity,  occasional 
cases  of  gynecomastia,  impotence,  and  loss  of  libido  have  been  reported  in  male 
potients  receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the  general 
population. 

Incidents  of  rosh,  including  rore  cases  suggestive  of  mild  erythema  multiforme, 
and,  rarely,  alopecia,  have  been  reported,  as  well  as  rare  cases  of  hypersensitivity 
reactions  (eg,  bronchosposm,  fever,  rash,  eosinophilia)  and  small  increases  in 
serum  creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its  treatment 
oppears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  1 50  mg  twice  daily.  An  alternate  dosage  of 
300  mg  once  doily  at  bedtime  can  be  used  for  patients  in  whom  dosing  convenience 
is  important.  The  advantages  of  one  treatment  regimen  compared  to  the  other  in  a 
porticular  patient  population  hove  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage  is  1 50  mg 
at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zotlinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  1 50  mg  twice  a day. 

In  some  potients  it  may  be  necessary  to  administer  ZANTAC  1 50-mg  doses  more 
frequently.  Doses  should  be  adjusted  to  individual  patient  needs,  and  should  con- 
tinue as  long  as  clinically  indicated.  Doses  up  to  6 g/doy  hove  been  employed  in 
potients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  1 50  mg  twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  o group  of  subjects  with  severely  impaired  renal  function 
treated  with  ZANTAC,  the  recommended  dosage  in  patients  with  a creatinine  clear- 
ance less  than  50  ml/min  is  1 50  mg  every  24  hours.  Should  the  patient's  condition 
reguire,  the  frequency  of  dosing  may  be  increased  to  every  1 2 hours  or  even  further 
witn  coution.  Hemodialysis  reduces  the  level  of  circulating  ranitidine.  Ideally,  the 
dosage  schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose  coincides 
with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride  equivolent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed  with  "ZANTAC 
300"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in  bottles  of  30 
(NDC  01 73;0393-40)  and  unit  dose  packs  of  1 00  tablets  (NDC  01 73-0393-47). 

ZANTAC*  1 50  Tablets  (ranitidine  hydrochloride  equivalent  to  1 50  mg  of  ranitidine) 
are  white  tablets  embossed  with  "ZANTAC  1 50"  on  one  side  and  "Glaxo"  on  the 
other.  They  ore  ovailable  in  bottles  of  60  toblets  (NDC  01 73-0344-42)  and  unit  dose 
packs  of  100  tablets  (NDC  01 73-0344-47). 

Store  between  15°  and  30  C (59^  and  86  F)  In  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved,  October  1986 
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BRIEF  SUMMARY  OF 
PRODUCT  INFORMATION 


What  you  get  back 
is  immeasurable. 


just  fi\'e  hours  a week,  just  5%  of 
your  income.  It’s  not  much  to  give,  to 
the  causes  you  really  care  about . But 
that  small  investment  could  change 
somebody’s  life.  And  it’s  hard  to 
imagine  a better  return  than  that. 


INtXPfNDtNT 

SfCTOR 


This  space  contributed  as  a public  service. 


‘miHERE  IS 
UFEATTER 
BREAST  CAIKER. 

AND  THAT’S  THE 

WHOIE  pomr’ 


-Ann  Jillian 


A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 

Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  1 found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


^AAAERICAN  C4NCER  SOQETY* 

^ Get  a checkup.  Life  is  worth  it. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD. 


They’re  off 
to  a good 
time... 
on  your 
money 


What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Learn  how  I.C.  System  can  help 
keep  your  money  coming  in  on 
time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


The  System 
Works 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 

Name  (Firm)  
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AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


Auxilians  in  Action 


The  American  Medical  Association  Education  and 
Research  Foundation  (AMA-ERF)  was  established 
over  35  years  ago  to  help  support  quality  education  in 
the  nation’s  medical  schools.  Since  1950,  the  Foun- 
dation has  distributed  a total  of  over  $40  million  in 
gifts  to  medical  schools;  guaranteed  over  $95  million 
in  loans  benefiting  more  than  40,000  medical  students, 
interns,  and  residents;  and  supported  numerous  re- 
search projects. 

A-MASA  is  proud  to  have  raised  $38,207.99  for 
AMA-ERF  during  1986-87  with  80%  of  our  county 
auxiliaries  participating.  Those  counties  contributing 
this  year  were:  Blount,  Calhoun,  Coffee,  Colbert,  El- 
I more,  Franklin,  Geneva,  Houston,  Jefferson,  Lauder- 
I dale,  Lee,  Madison,  Mobile,  Montgomery-Autauga, 
Morgan-Lawrence,  Pickens,  Russell,  Talladega,  Tal- 
; lapoosa,  Tuscaloosa-Hale  and  Walker. 

The  history  of  AMA-ERF  dates  back  to  1950  when 
the  AMA  Board  of  Trustees  established  the  American 
Medical  Education  Foundation  (AMEF)  for  the  pur- 
pose of  contributing  to  the  support  of  medical  edu- 
cation. At  the  first  meeting  of  the  AMEF  Board  of 
j Directors  the  following  spring,  it  was  decided  to  dis- 


tribute gifts  to  medical  schools  through  the  National 
Fund  for  Medical  Education  (NFME),  which  at  that 
time  was  headed  by  former  President  Herbert  Hoover. 

Medical  schools  in  1950  were  reportedly  operating 
at  a deficit  of  $10  million  a year.  The  NFME  and 
AMEF  were  private  sector  efforts  to  minimize  the  need 
for  federal  assistance  to  medical  education.  The  NFME 
agreed  to  try  to  raise  $8  million  and  AMEF  $2  million 
to  offset  the  deficit.  The  AMEF  was  organized  spe- 
cifically to  raise  funds  from  the  medical  community. 

In  1953,  the  AMA  Auxiliary  was  called  on  for  as- 
sistance. An  effective  solicitation  effort  addressed  to 
individual  physicians  was  needed  if  AMEF  was  to 
become  viable.  An  AMA  Auxiliary  AMEF  Committee 
urged  its  constituent  auxiliaries  to  become  actively 
involved  in  fund-raising.  Due  to  Auxiliary  efforts,  con- 
tributions from  physicians  and  their  spouses  quickly 
grew  to  surpass  the  most  optimistic  predictions.  AMA- 
ERF  has,  as  a result,  averaged  gifts  over  $1  million 
yearly  ever  since  the  Auxiliary  became  involved. 

The  AMEF  separated  from  its  association  with  the 
NFME  organization  in  1956.  It  was  determined  that 
the  change  might  improve  the  fund-raising  results  of 
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both  organizations.  In  September  1957,  the  American 
Medical  Research  Foundation  (AMRF)  was  founded 
to  encourage  gifts  to  medical  research.  AMEF  and 
AMRF  were  merged  in  1962  to  become  the  American 
Medical  Association  Education  and  Research  Foun- 
dation. 

AMA-ERF  currently  has  several  different  funds.  The 
Medical  School  Excellence  Fund  provides  grants  to 
medical  schools  to  use  as  they  see  fit.  The  Medical 
Student  Assistance  Fund  provides  funds  to  medical 
schools  for  student  financial  aid.  The  Development 
Fund  is  used  at  the  discretion  of  the  AMA-ERF  Board 
of  Directors  to  support  pilot  and  experimental  health 
and  medical  programs.  AMA-ERF  also  has  Categor- 
ical Funds  for  specific  research  areas. 

From  its  modest  beginnings  in  1950,  the  AMA-ERF 
has  consistently  supported  quality  medical  education 
in  the  United  States.  Contributions  are  now  more  than 
$2  million  annually,  a visible  sign  of  medicine’s  con- 
tinuing commitment  to  excellence.  How  is  this  money 
actually  raised?  The  auxiliary  plays  a large  part  with 
numerous  projects. 

Holiday  sharing  cards  are  popular  and  effective  fund- 
raising projects.  A lovely  greeting  card  is  sent  to  every 
physician  and  spouse  in  the  county  with  the  donors 
names  inscribed  in  the  greeting.  AMA-ERF  donations 
are  tax  deductible  and  it  is  an  easy  and  timely  way  to 
donate  to  the  physician’s  alma  mater.  Nationwide, 
$875,000  was  raised  last  year  with  this  fundraiser. 
Alabama’s  auxiliaries  raised  $30,313  of  this  total. 

This  past  year,  $2,770  was  raised  in  Alabama  through 
AMA-ERF  Memorial  cards.  This  is  a special  and 
thoughtful  way  for  medical  society  and  auxiliary  mem- 
bers to  mark  the  passing  of  a colleague,  friend,  or 
family  member.  The  memorial  card  may  be  given  to 
a contributor  at  the  time  it  is  needed  or  a contributor 
may  make  a donation  beforehand  and  be  given  the 
card  to  keep  on  hand  at  home. 

Other  means  employed  by  auxiliaries  to  raise  money 
for  AMA-ERF  this  year  were  raffles,  auctions,  Christ- 
mas Card  sales  and  contributions. 

The  extraordinary  fund-raising  efforts  of  the  AMA 
Auxiliary  and  the  generosity  of  contributing  medical 
families  have  secured  AMA-ERF’s  past  effectiveness 
and  assure  its  future  success.  [7] 
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What  Every 
Physician’s  Spouse 
Shouid  Know 

A series  of  booklets  on  topics  of 
special  interest  to  medical  families 
published  by  the  American 
Medical  Association  Auxiliary 


Professional  Liability 

■ Scope  of  problem  ■ Legal  process 

■ Coping 

Impairment 

■ Causes  ■ Impact  on  family 

■ Getting  help 

Survival  Tips  for  Resident  Physician/ 
Medical  Student  Spouses 

■ Marriage  in  the  training  years 

■ Stress  ■ Finances 

Marriage 

■ Who  players  are  ■ Special 
concerns  ■ Stages  of  medical  career 

Retirement  and  Estate  Planning 

■ Making  retirement  years  fulfilling 

■ Providing  for  the  family's  future 


MAIL  ORDER  FORM  TO: 

American  Medical  Association  Auxiliary,  Inc. 
535  N.  Dearborn  St.,  Chicago,  IL  60610 

Please  send  me  the  following  publications  in 
the  series  on  Whaf  Every  Physician’s  Spouse 
Should  Know: 

ft  of  copies 

Impairment 

Professional  Liability 

Survival  Tips  for  Resident  Physician/ 

Medical  Student  Spouses 
Marriage 

Retirement  aid  Estate  Planning 

(AVAILABLE  FEB.  1,  1987) 

Each  booklet  is  $3  per  copy  for  AMA  Auxiliary 
members  and  $5  per  copy  for  non-members 

Enclosed  is  my  check  in  the  amount  of 

$ made  payable  to  the  AMA 

Auxiliary  Check  must  accompany  order  form 

NAME 

ADDRESS 

CITY/STATE/ZIP 
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In  acute  and  chronic  edema  due  to  CHF 

FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide''^ 


Predictable  dose  response^ 

Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 


, iifti 

"’'8/4  ml  9l«» 

BUMFX* 

“UIVICA  -lumetana^ 

'iiumetanide) 


Bumex 

bumetanide/Roche 

0.5-mg,  I-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  lO-ml  vials  (0.25  mg/ml) 


Reletences:  1.  Romenboum  W Am  J Cardiol  57(2)  38A-43A,  1986  2,  Broter  DC,  Fox  WR,  Chenna- 
vasin  P J Clin  Pharmacol  21  599-603,  1981  3.  Ibor  FL,  Baum  RA  J Clin  Pharmacol  21  697-700. 
1981  4.  Henning  R,  LundvollO:  fi/rJC/mPbormoco/ 6 224-227  1973  5.  Physicians' Desk  Refer- 
ence, 40th  ed  Oradell,  NJ,  Medical  Economics  Company,  1986,  pp  939,  1480  6.  Pentikoinen  PJ, 
elal  BrJClin  Pharmacol 4 39-44,  1977  7.  Lasix,  A Review  Somerville,  NJ,  Hoechst-Roussel 
Pharmaceuticals,  Inc , 1980 


BUMEX<« 

(bumelonide/Roche) 

0.5-ing.  1-mg  and  2-ing  scored  tablets 
2-ml  ampuls.  2-ml,  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Before  prescribing,  piease  consuit  compiete  product  intormobon,  o summory  of  which  foiiows: 


WARNING:  Bumex  (bumetanide/Roche)  is  a potent  diurehc  which,  it  given  in  excessive 
amounts,  can  iead  to  a protound  diuresis  with  water  and  elechoiyte  depiehon.  Theretare, 
caretui  medicol  supervisian  is  required,  and  dose  and  dosage  schedule  have  to  be  adjusted  to 
the  individual  pahenfs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in  complete  product 
intormohon.) 


INDICATIONS  AND  USAGE  ■ Edema  ossocioted  with  congestive  heart  failure,  hepatic  and  renal  disease, 
including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  porenterol  administration  ol  Bumex  If  impaired 
gastrointestinal  absorptian  is  suspected  or  oral  administration  is  not  practical,  Bumex  should  be  given 
by  the  inlromusculor  or  intravenous  route 

Successful  treotment  with  Bumex  following  instances  of  allergic  reactions  to  furosemide  suggests  o 
lock  of  cross-sensitivity 

CONTRAINDICATIONS:  Anurio  Hypersensitivity  and  in  potients  in  hepatic  como  or  in  states  of  severe 
electrolyte  depletion  Although  Bumex  can  be  used  to  induce  diuresis  in  renoi  insufficiency,  any  marked 
increase  in  blood  urea  nitrogen  or  creotinine,  or  the  development  of  oliguria  during  therapy  ot  ^tients 
with  progressive  renal  disease,  is  an  indication  for  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potienFs  needs  Excessive  doses  or  too  frequent  administration 
con  lead  ta  prafound  water  loss,  electrol^e  depletion,  dehydration,  reduction  in  blood  volume  and 
circulatory  collapse  with  the  possibility  ot  vascular  thrombosis  and  embolism,  pui  liculorly  in  elderly 
potients 

Prevention  ot  hypokalemio  requires  particular  attention  in  potie.  ts  receiving  digitalis  and  diuretics  tor 
congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  o.  aldosterone  excess  with  normol  renal 
function,  potossium-losing  nephropathy,  certain  diortheal  states,  or  other  states  where  hypokolemia  is 
thought  to  represent  particulor  added  risk  to  the  potients 

In  patients  with  hepatic  cirrhosis  and  ascites,  sudden  alterotions  of  electrolyte  balance  may  precipitote 
hepatic  encepholopothy  and  coma  Treotment  in  such  patients  is  best  initiated  in  the  hospital  with 
small  doses  ond  coreful  monitoring  ol  the  potienfs  clinical  status  and  electrolyte  balance  Supplemental 
polossium  ond/of  spironolactone  may  prevent  hypokalemia  ond  metabolic  alkalosis  in  these  patients 
In  cols,  dogs  ond  guineo  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is  about  40 
to  60  times  os  potent  as  furosemide,  it  is  onticipoted  thot  blood  levels  necessary  to  produce  otoloxicily 
will  rorely  be  ochieved  The  potential  for  ototoxicity  increases  with  intravenous  therapy,  especiolly  at 
high  doses 

Patients  allergic  to  sulfonamides  moy  show  hypersensitivity  to  Bumex 

PRECAUTIONS:  Measure  serum  potassium  periodicolly  and  add  potassium  supplements  or  potas- 
sium-sparing diuretics,  it  necessary  Periodic  determinations  of  other  electrolytes  are  odvised  in  potients 
treated  with  high  doses  or  tor  prolonged  periods,  particulorly  in  those  on  low  soil  diets 


Hyperuricemia  may  occur  Reversible  elevations  of  the  BUN  and  creotinine  moy  occur,  especially  with 
dehydration  and  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium  excretion 
Possibility  of  effect  on  glucose  metabolism  exists  Periodic  determinations  of  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  lotent  diobetes 
Patients  should  be  observed  regularly  tor  possible  occurrence  ol  blood  dyscrasias,  liver  damage  or 
Idiosyncratic  reactions 

Especially  in  presence  of  impaired  renal  function,  use  ot  parenterolly  administered  Bumex  should  be 
avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in  life-threatening 
conditions 

Drugs  with  nephrotoxic  potential  and  bumetonide  should  not  be  administered  simultaneously 

Since  lithium  reduces  renal  clearance  and  adds  a high  risk  of  lithium  toxicity  it  should  not  be  given  with 

diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  ot  antihypertensive  drugs,  necessitating  reductian  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  hove  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  if  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetonide  mdy  be  excreted  in  breast  milk 

Pediatric  Use  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  and  nausea,  and  encepha- 
lopathy (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinical  adverse  reoctions  are  weakness,  impoired  hearing,  rash,  pruritus,  hives,  electro- 
cardiogram changes,  abdominal  pom,  arthritic  pom,  musculoskeletal  pain  ond  vomiting 
Other  clinical  odverse  reactions  ore  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  tenderness,  diarrhea, 
premoture  ejaculation  ond  difficulty  maintaining  an  erection 

Laboratory  abnormalities  reported  are  hyperaricemia,  azotemia,  hyperglycemio,  increased  serum 
creatinine,  hypochloremia,  hypokalemia,  hyponatremia,  and  variations  in  CO2  content,  bicarbonate, 
phosphorus  and  calcium  Although  manifestations  ot  the  pharmacologic  action  ot  Bumex.  these 
conditions  moy  become  more  pronounced  by  intensive  therapy 

Diuresis  Induced  by  Bumex  may  also  rarely  be  accompanied  by  chonges  in  LDH,  totol  serum  bilirubin, 
serum  proleins,  SGOT,  SGPT,  alkaline  phosphatase,  cholesterol,  creatinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  ditferentiol  counts  Increases  in  urinary 
glucose  and  urinary  protein  have  olso  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Oral  Adminisirolion  The  usual  total  daily  dosage  is  0 5 to  2 0 mg  and  In  most  patients  is  given  as  a 
single  dose 

Parenteral  Adminisiralion  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  cannot 
take  oral  The  usuol  initiol  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient  response,  a 
second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  at  10  mg  a day 
HOW  SUPPLIED:  Tablets,  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  ot  100  and 
500,  Prescription  Paks  ot  30,  Tel  E Dose'*  cartons  ot  100  Imprint  on  tablets  0 5 mg-ROCHE  BUMEX 
0 5,  Img  ROCHE  BUMEX  1,2  mg- RCXIHE  BUMEX  2 

Ampuls,  2 ml,  0 25  mg/ml.  boxes  ol  ten  p 1 oees 

Viols,  2 ml,  4 ml  and  10  ml.  0 25  mg/ml,  boxes  ol  ten 
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In  acute  and  chronic  edema  due  to  CHF 

A DIURETIC 
THAT  GIVES  YOU 
PREDICTABLE 
CONTROL 

Bumex 

bumetanide/Roche 

0.5-mg,  1-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

Copyright  © 1987  by  Hoffmann-La  Roche  Inc  All  rights  reserved. 
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Malpractice: 
t)cn’t  Ce  A Taraet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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It's  Your  Company  Use  It! 
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Sovietizing  American  Medicine? 


I’m  sure  I am  not  alone  in  being  more  than  a little 
suspicious  of  the  highly  touted  Soviet  glasnost  un- 
der Mikhail  Gorbachev,  but  there  are  some  American 
authorities  on  the  Soviet  Union  who  say  he  is  serious, 
at  least  about  domestic  reform. 

As  someone  said,  America  has  a military-industrial 
complex  but  the  Soviet  Union  is  a military-industrial 
complex.  That  is  to  say,  all  else  in  Soviet  planning 
and  in  the  overall  objectives  of  the  country  are  sub- 
ordinate to  its  military  posture.  Every  aspect  of  Russian 
society  must  support  this,  the  principal  function  of  any 
totalitarian  state. 

This  has  been  true  for  all  of  the  years  since  the 
Bolshevik  revolution  70  years  ago.  But  Mr.  Gorbachev 
appears  to  want  to  change  things.  He  has  been  making 
noises  about  internal  reforms  that  will  benefit  the  com- 
mon man.  High  on  his  list  of  domestic  changes  is  the 
Soviet  health  care  system,  a major  disaster  area. 

No  other  industrialized  nation,  Soviet  experts  say, 
would  tolerate  what  the  people  of  U.S.S.R.  are  forced 


to  accept  in  their  collectivized  health  care  system.  More 
than  a third  of  the  rural  hospitals  in  the  country  don’t 
have  such  basic  amenities  as  hot  water;  27%  of  them 
have  no  sewer  systems,  if  you  can  believe  that;  and 
17%  have  no  running  water. 

The  city  hospitals  are  only  marginally  better  off. 
For  example,  12  of  33  maternity  hospitals  in  Moscow 
itself  don’t  meet  elementary  standards  of  sanitation. 
The  maternity  wards  are  rife  with  toxemia  and  septi- 
cemia infections,  killing  so  many  mothers  and  babies 
that  it  has  been  necessary  to  conceal  mortality  rates. 

That  is,  in  fact,  the  way  the  Soviet  Union  has  de- 
ceived their  own  people  and  the  world  about  the  status 
of  Soviet  health;  officials  simply  lie  about  it. 

For  example , the  U . S . S . R . has  long  boasted  of  hav- 
ing the  world’s  largest  number  of  physicians  (1.2  mil- 
lion) and  hospital  beds  (3.3  million).  Even  if  the  count 
is  accurate,  however,  it  is  virtually  meaningless.  Many 
of  those  beds  are  in  various  levels  of  penal  institutions 
for  political  dissidents.  Additionally,  many  Soviet 
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physicians  prefer  the  better  paying  and  easier  work  of 
the  bureaucracy,  including  paper-shuffling  in  333  So- 
viet “research  institutions.”  A third  of  these  could  be 
closed  tomorrow  without  visible  effect,  according  to 
authorities  on  the  system. 

An  unknown  number  of  Soviet  doctors  hold  gov- 
ernment jobs  while  practicing  private  medicine  on  the 
black  market:  they  accept  ‘ ‘gratuities”  for  the  services, 
taboo  in  a collectivized  communist  society. 

A basic  problem  of  the  Soviet  doctors  is  that  the 
Bolshevik  revolution  of  1917  abolished  the  Hippo- 
cratic Oath,  for  the  obvious  reason  that  it  places  a 
physician’s  loyalty  to  his  patient  above  all  else.  That 
remains  intolerable  in  a totalitarian  state,  which  de- 
mands that  all  fealty  be  directed  to  it. 

It  was  not  until  1971  that  Soviet  doctors  had  any 
kind  of  official  oath,  and  here  is  the  first  point  of  this 
month’s  essay:  that  1971  oath  extracts  from  the  phy- 
sician primary  loyalty  to  the  state.  The  patient  comes 
in  a weak  second. 

Is  there  any  wonder  then  that  health  care  for  the 
Soviet  masses  has  failed  to  such  a low  estate?  Doctors 
are  expressly  forbidden  to  practice  patient  advocacy. 
As  in  many  other  areas  of  Soviet  life,  vast  inequalities 
exist  despite  the  ostensible  equality  of  it  all.  Health 
care  in  the  U.S.S.R.  is  divided  into  multiple  tiers, 
with  a network  of  exclusive  nationwide  clinics  that 
serve  only  patients  from  the  Communist  Party,  the 
government,  members  of  the  KGB  and  other  privileged 
classes.  These  clinics,  needless  to  say,  siphon  off  a 
disproportionate  share  of  total  health  care  resources. 
Such  elitism  is,  of  course,  not  acknowledged  by  the 
government. 

What  troubled  me  most  in  reading  all  of  this  recently 
was  that  feeling  that  something  frighteningly  similar 
may  be  happening  in  this  country.  Doctors  are  being 
asked  by  government  and  all  manner  of  private  entities 
to  place  the  interest  of  the  state  or  other  fiscal  entity 
above  that  of  the  patient.  Business-office  mandates  are 
rapidly  replacing  medical  judgment.  The  government 
and  other  third-party  payors  pretend  to  be  interested 
in  quality  of  care  but  their  paramount  interest  is  in 
limiting  quantity  of  care.  They  never  admit  that,  of 
course. 


Through  various  mechanisms,  the  United  States  is 
developing  multiple  tiers  of  care  — from  excellent  to 
highly  questionable  — not  unlike  the  Soviet  system. 
And  here,  as  there,  the  Hippocratic  Oath  has  been 
diluted  by  cost-accounting  strictures,  to  the  extent  that 
the  patient’s  interests  are  rapidly  becoming  secondary, 
as  they  are  in  Soviet  society,  although  we  certainly 
have  not  reached  that  depth  yet.  To  paraphrase  George 
Orwell’s  famous  fable  on  phony  equality:  “All  patients 
are  equal  but  some  are  more  equal  than  others.” 

Mr.  Gorbachev  seems  determined  to  bring  about 
“revolutionary  transformations”  in  Soviet  health  care 
and  has  demonstrated  his  determination  by  appointing 
as  his  new  minister  of  health  Dr.  Yevgeny  Chazov,  a 
cardiologist  respected  in  the  West  and  co-winner  of 
the  1985  Nobel  Peace  Prize. 

Since  his  appointment  in  March,  Dr.  Chazov  has 
revealed  one  outrageous  statistic  after  another  to  dem- 
onstrate the  sorry  state  of  Soviet  medicine.  In  his  pro- 
posal to  double  Soviet  spending  on  health  care  by  the 
year  2000,  Dr.  Chazov  is  reported  to  be  considering 
a funding  mix  that  would  include  collections  from 
patients  — in  short,  fee  for  service. 

It  strikes  me  as  supreme  irony  that  at  the  very  mo- 
ment in  history  when  American  health  care  is  being 
severely  compromised  by  disguised  rationing  and  the 
drift  to  collectivization,  the  Soviet  Union  may  be  headed 
in  the  opposite  direction  — toward  the  system  America 
is  trying  to  dismantle. 

I take  very  little  comfort  in  the  assurance  that  it 
can’t  happen  here.  It  can.  IZI 
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MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Imaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner— the  most  advanced  MRI  unit  on  the  market— has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-5100 

for  MRI  information  or  appointments. 


• C.T.  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RADIOLOGY 

The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/ Referrals  250-6830 
1 -SOO-SyS-BASI  Toll  Free 


NORWOOD  CUNIC 

1528  North  26th  Street  • Birmingham  • Alabama  • 35234 


CALL  FOR  PAPERS 

Medical  Association  of  the  State  of  Alabama 
FOURTH  INVITATIONAL  SCIENTIFIC  SYMPOSIUM 

Saturday,  January  23,  1988  — 9 a.m.  to  4 p.m. 

The  Wynfrey  Hotel,  Riverchase  Galleria,  Birmingham 

Purpose  of  the  Program  — This  program  is  designed  to  allow  Alabama  physicians  to  share  with 
their  colleagues  current  research  efforts  and  professional  concerns.  Topics  selected  will  cover  a 
wide  range  of  medical  interests. 

Program  Format  — The  program  will  be  structured  from  the  papers  submitted  by  Alabama  phy- 
sicians. Depending  on  the  number  of  papers  received,  topics,  etc.,  some  papers  will  be  presented 
orally  while  others  may  be  part  of  a manuscript  discussion  period  led  by  a moderator.  Registrants 
and  participants  will  receive  advance  copy  of  all  papers. 

Paper  Selection  — Papers  will  be  selected  using  the  following  criteria  and  procedures. 

1.  The  subject  matter  should  be  of  interest  to  physicians  in  a number  of  specialties.  Emphasis 
should  be  on  medical  problems  which  may  be  encountered  by  primary  care  physicians. 

2.  This  is  a program  designed  for  and  presented  by  Alabama  physicians,  so  current  local  research 
efforts  and  professional  concerns  will  be  given  top  consideration. 

3.  The  paper  should  be  one  that  can  be  adequately  outlined  and  covered  in  20  minutes  with 
additional  time  for  questions.  Selectees  will  be  expected  to  prepare  suitable  written  material  to 
be  used  with  the  presentation  for  the  study  and  use  of  the  attendees. 

4.  On  the  final  review  of  papers,  members  of  the  MASA  Council  on  Medical  Education  will  select 
topics  from  a variety  of  specialties  and  physician  interests  to  offer  a balanced  program  of  general 
interest. 

Symposium  Timetable  . . . August  15  to  October  15,  1987  — Call  for  abstracts.  October  15,  1987 

— Final  date  for  abstracts  to  be  received.  Late  October,  1 987  — Review  of  abstracts  by  the  Council 
on  Medical  Education  and  final  selection  of  papers.  November-January  1988  — Announcement  of 
selections:  publicity  and  promotion  of  Symposium,  printing  of  abstracts  and  handouts.  January  23, 
1988  — Program  in  Birmingham. 

Symposium  Topics  — To  acquaint  potential  presenters  with  the  kinds  of  subjects  that  might  be 
suitable,  the  speakers  and  topics  at  the  1986  Symposium  are  listed  below. 

Robert  L.  Baldwin,  M.D.  — Current  Concepts  Regarding  Hearing  Loss  and  Its  Therapy;  S.  Hutson 
Hay,  M.D.  — Photography  in  the  Detection  of  Eye  Disease  in  Children;  William  M.  Sanders, 
M.D.  — Psychiatric  Referrai  of  the  Difficult  Patient;  David  L.  Rader,  M.D.  — Lasers  in  Medicine 
and  Surgery;  Charles  W.  Pruet,  M.D.  — Common  Departures  from  Sound  Management  in  Head 
and  Neck  Cancer;  R.  Jay  Smith,  M.D.  — The  Spectrum  of  Surgicai  Therapy  for  Primary  Car- 
cinoma of  the  Breast;  Carl  J.  Sanfelippo,  M.D.  — Prostate  Cancer  — Current  Concepts  and 
Managements;  Gary  D.  Monheit,  M.D.  — The  Moh’s  Technique:  Micrographic  Surgery  for 
Problem  Skin  Cancer;  Richard  D.  Meyer,  M.D.  — Obstetricai  Paisy,  Current  State  of  the  Art; 
Roger  W.  Boswell,  M.D.  — Acute  Care  and  Chronic  Medicai  iiiness;  Larry  W.  Epperson,  M.D. 

— Treatment  of  Vascuiar  Headaches;  Thomas  Gaskin,  M.D.  and  Bruce  Tucker,  M.D.  and  Linda 
Zwirlein,  R.N.,  M.S.  — Home  Parenterai  Therapy;  John  L.  Mathews,  M.D.  — Retrospective 
Review  of  Permanent  Pacemakers;  Rudolph  Navari,  M.D.,  Ph  D.  — Use  of  Biologicai  Response 
Modifiers  in  Treatment  of  Cancer. 

Abstracts  — Abstracts  of  the  proposed  paper  (200-300  words,  double-spaced)  should  be  sent  to 
the  Council  on  Medical  Education,  using  the  form  below,  or  a similar  format. 

ABSTRACT 

TO:  Council  on  Medical  Education,  MASA,  P.O.  Box  1900-C,  Montgomery,  AL  36197 

I would  like  to  present  a paper  at  the  MASA  Invitational  Symposium  on  Saturday,  January  23, 
1988  at  the  Wynfrey  Hotel  in  Birmingham.  An  abstract  (200-300  words  double-spaced)  is 
attached. 

I would  like  to  be  considered  for: 

□ Oral  presentation  of  complete  paper  only 

□ Either  oral  presentation  or  manuscript  discussion  period 
n Manuscript  discussion  period  only 

Name Phone 
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Address — 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

HaemofDhilus  influenzae,  StrefDtococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor’  (cefaclor) 

Summary.  Consult  the  package  literature  lor 
prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae,  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
(group  A ^-hemoly  tic  streptococci) 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULO  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

■ Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adjustments  In  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  Individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing 
tor  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy  Serum-sIckness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy 

• As  with  some  penicillins  and  some  other 
cephaiosporins.  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness. 


Insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported 

• Other:  eosinophilla.  2%;  genital  pruritus  or 
vaginitis,  less  than  1%:  and.  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children) 

• Abnormal  urinalysis:  elevations  In  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest* 
tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly) , iotzbbsri 

PA  8794  AMP 

®1987,  ELI  LILLY  AND  COMPANY 

Additional  inlormalion  available  lo  Ihe 
prolession  on  request  liom  Eli  Lilly  and 
Company  Indianapolis,  Indiana  46285 

Ell  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 
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MASA’s  Tentative  AIDS  Policy 


At  the  August  meeting  of  the  Board  of  Censors, 
MASA  adopted  an  AIDS  policy  statement  based 
on  present  knowledge  about  this  deadly  disease. 

Below  is  the  full  text  of  that  policy.  When  reading 
it,  please  bear  in  mind  that  scientific  knowledge  about 
AIDS  is  far  from  complete.  Accordingly,  the  Board 
left  the  policy  open-ended  — it  will  be  revised  as  new 
information  warrants. 

MASA’s  Policy  on  AIDS 

The  AIDS  epidemic  worldwide  could  be  the  most 
disastrous  in  recorded  history,  according  to  expert 
opinion. 

Surgeon  General  Koop  has  said  the  international 
death  toll  in  a few  years  is  expected  to  be  in  the  tens 
of  millions. 

Harvard’s  famous  Stephen  Jay  Gould  has  written 
that  among  scientists  there  is  the  fear  that  one-quarter 
of  mankind  — or  more  than  one  billion  people  — may 
perish  before  stability  is  reached. 

AIDS  has  replaced  cancer  and  heart  disease  as  the 
No.  1 fear  of  the  American  people,  pollsters  agree. 
Tentative  projections  by  Alabama’s  State  Health  Of- 


ficer suggest  that  one  out  of  every  fourteen  Alabamians 
will  carry  the  HIV  virus  by  1991.  Their  direct  health 
care  costs  will  be  $150  million  with  a total  cost  to 
Alabama  society  of  $750  million. 

AIDS  is  a fatal  illness.  No  vaccine  or  immediate 
prospect  of  one  exists.  There  is  no  cure,  notwithstand- 
ing millions  of  man-hours  of  work  in  the  research 
laboratories  of  the  world.  The  very  nature  of  the  in- 
vasion of  the  immune  system  by  the  AIDS  virus  offers 
little  hope  of  vaccine  protection  or  effective  therapeutic 
intervention  in  the  foreseeable  future. 

In  short,  medical  science  is  now  in  a damage-control 
mode  only.  As  weapons  are  produced  by  the  labora- 
tories, medicine  will  move  from  the  defensive  to  the 
offensive,  but  only  then. 

Alabama  physicians  have  a long  and  honored  history 
of  aggressive  confrontation  of  epidemics,  even  when 
neither  cause  nor  cure  was  known  — as  witness  the 
world  renown  accorded  or  professional  predecessors 
in  the  wars  against  yellow  fever,  malaria  and  other 
epidemics.  They  did  not  hesitate  simply  because  the 
disease  was  mysterious  and  catastrophic  and  no  cure 
existed. 
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Public  alarm  is  justified;  hysteria  is  not. 

Alabamians  have  a right  to  know  that  their  physi- 
cians have  accepted  the  leadership  role  in  protecting 
citizens  of  this  state  to  the  maximum  extent  possible 
under  current  knowledge,  with  due  regard  to  our  sys- 
tem of  law  and  justice. 

The  Board  of  Censors  of  the  Medical  Association 
of  the  State  of  Alabama  offers  the  following  recom- 
mendations to  Alabama  physicians,  the  public  at  large, 
and  appropriate  public  officials.  These  recommenda- 
tions are  based  on  current  knowledge  and  belief,  to  be 
revised  and  updated  as  new  scientific  information  is 
adduced  and/or  circumstances  dictate: 

1 . Leadership  and  Education 

A.  Alabama  physicians  must  take  a leadership  role 
in  persuading  local  school  districts  to  adopt  effective 
programs  of  AIDS  information  for  Alabama  youth. 
Abstinence  leading  to  monogamous  relationships  in 
later  life  should  be  stressed  as  the  only  course  that 
offers  complete  security  against  AIDS.  But  the  sexual 
revolution  is  real  and  widespread  — far  more  so  than 
many  parents  or  teachers  are  prepared  to  believe.  An 
ostrich  approach  to  the  problem  will  only  compound 
the  disaster.  Sex  education  programs  in  the  public 
schools  should  be  derived  from  the  model  program 
being  made  available  by  the  State  Health  Officer.  If 
society  chooses  to  look  the  other  way  and  hope  it 
doesn’t  happen  here,  it  will  happen  here.  It  is  already 
happening  here.  The  penalty  for  failure  of  mass  edu- 
cation is  not  an  inconvenient  illness,  but  death. 

B.  To  provide  the  leadership  demanded  by  these 
critical  times,  Alabama  doctors  must  be  themselves 
educated  in  the  facts  of  the  disease,  which  could  not 
have  been  covered  in  the  training  of  more  than  a hand- 
ful of  state  physicians.  Doctors  must  also  avail  them- 
selves of  the  techniques  of  counselling  before  and  after 
testing,  giving  particular  stress  to  advising  patients 
who  test  positive  for  HIV.  In  many  instances,  the 
physician  will  be  society’s  first  line  of  defense  against 
an  infected  person’s  transmission  of  the  disease  to 
others.  Interrupting  the  chain  of  transmission  as  early 
as  possible  is  plainly  crucial. 

C.  The  Alabama  communications  industry  should 
develop  its  own  voluntary  guidelines  for  news  stories 
and  public  service  advertising  (PSA)  in  consultation 
with  the  physician  community,  local  and  state  health 
officers,  and  other  appropriate  officials.  AM  A is  ex- 
pected to  continue  its  provision  of  PSAs  directed  at 
teenagers,  emphasizing  abstinence  first  but,  failing  that, 
condoms.  Similar  action  by  the  Medical  Association 
of  the  State  of  Alabama  is  appropriate  in  Alabama. 

2.  Confidentiality 

A.  Because  AIDS  is  a public  health  emergency,  the 
likes  of  which  mankind  has  never  before  encountered, 
some  civil  liberties  that  could  have  been  observed  in 


calmer  times  must  necessarily  bend  to  the  exigencies 
of  the  emergency  and  to  the  paramount  duty  of  public 
health  to  protect  the  uninfected  portion  of  the  popu- 
lation. Confidentiality  should  be  maintained  in  so  far 
as  practicable,  given  the  necessity  of  contact-tracing, 
discussion  among  other  health  workers,  and  given  the 
possibility  that  a physician  may  be  under  duty  to  warn 
— all  of  which  duties  transcend  the  rights  of  the  victim. 
It  must  be  remembered  that  this  is  a lethal  disease, 
without  vaccine  or  cure,  and  that  the  victim  is  the 
vector.  Compassion  for  HIV  patients  must  not  blind 
us  to  the  need  to  protect  the  general  population.  We 
see  no  reason  to  depart  from  the  proven  methods  of 
disease  containment  that  have  served  this  nation  well 
in  past  epidemics,  including  quarantine  if  indicated. 

3.  Testing 

A.  Testing  should  be  mandatory  in  the  state  prison 
system  and,  perhaps,  in  those  city  and  county  jails 
where  inmates  are  sentenced  to  a term  of  incarceration. 
HIV  positive  inmates  should  be  rigidly  segregated  from 
the  rest  of  the  inmate  population.  When  HIV  positive 
inmates  are  released  from  prison,  through  completion 
of  sentence,  pardon  and  parole,  or  short-term,  prison 
authorities  must  have  in  readiness  an  effective  mech- 
anism for  warning  sexual  partners. 

B.  Testing  for  HIV  should  be  mandatory  for  donors 
of  blood,  blood  fractions,  organs  and  other  tissue  in- 
tended for  transplantation,  for  donors  of  semen  or  ova 
collected  for  artificial  insemination  or  invitro  fertil- 
ization. 

C.  The  mandatory  testing  of  all  hospital  admissions 
may  not  be  an  important  method  of  controlling  HIV 
infection.  However,  some  hospitals  may  elect  to  test 
some  or  selected  admissions/pre-admissions  based  upon 
risk  status,  demographic  location  or  other  concerns  (for 
example,  those  patients  scheduled  for  surgery,  or  other 
invasive  procedures). 

D.  The  State  Health  Department  has  plans  for  pro- 
grams of  voluntary  AIDS  testing  in  its  clinics  for  ve- 
nereal diseases,  family  planning,  and  maternity.  A ten- 
fold increase  in  testing  using  these  in-place  facilities 
is  contemplated  under  the  Health  Officer’s  request  for 
$1.9  million  in  additional  state  funding  — a legislative 
request  that  must  be  forthcoming  if  the  state  is  to 
succeed  in  better  identification  of  the  infected  portion 
of  the  population. 

E.  Physicians  must  promptly  report  such  cases  as 
are  required  to  be  reported  by  law.  Prompt  and  accurate 
reporting  is  necessary  so  that  the  Health  Department 
can  implement  contact  tracing  and  counselling.  0 
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“YES,THEREIS 
UFE  AFTER 
BREAST  CANCER. 

ANDTHATSTHE 
WHOIE  POmT.” 

-Ann  Jillian 

A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 
Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  1 found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


^AMERICAN  CANCER  SOQETY^ 

^ Get  a checkup.  Life  is  worth  it. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD. 


CORRESPONDENCE 


The  Unmentionable,  Charity  Care 


Carl  A.  Grote,  Jr.,  M.D.,  President,  MASA 
Dear  Carl: 

I read  with  considerable  interest  your  “Orphans  of 
the  Storm”  in  the  June  issue  of  Alabama  Medicine. 
Of  what  you  write,  I have  seen  coming  down  the  road 
for  over  a generation. 

I have  sought  through  my  County  Society  to  have 
MASA  adopt  resolutions  directed  towards  elements  in 
the  fundamental  problem.  The  problem  is  so  simple 
that  learned  physicians  cannot  understand  it.  Essen- 
tially wealth  is  production.  The  best  proof  is  Japan, 
today. 

Wealth  minus  consumption  equals  plus-or-minus 
savings.  Minus  savings  must  be  made  up  in  a mac- 
roeconomic system  by  the  reduction  of  accumulated 
wealth.  Time  destroys  wealth  a little  bit  each  year. 
Roads  wear  out,  capital  investments  corrode  and  erode, 
wood  rots,  housing  decays,  and  practically  everything 
is  reduced  in  value  over  time,  except  precious  metals. 

With  the  previous  in  mind,  one  can  readily  see  that 
the  U.  S.  economy  must  increase  its  production,  re- 
duce its  consumption,  increase  the  rate  of  savings,  and 
thus  increase  the  pool  of  national  wealth.  One  of  the 
greatest  factors  in  increasing  production  is  the  em- 
ployment of  more  efficient  tools.  The  tools  of  pro- 
duction are  expensive,  require  great  wealth,  and  are 
poorly  understood  in  an  economic  sense.  For  example, 
a diesel  power  shovel  may  do  the  work  of  50  to  100 
men,  but  the  shovel  costs  a million  dollars  or  more 
plus  interest  and  operating  expense.  Only  accumulated 
wealth  can  supply  the  shovel. 


In  the  United  States  we  have  been  at  the  crossroads, 
and  I fear  that  we  have  passed  our  economic  peak. 
Under  these  circumstances  there  will  be  increasing 
pressure  of  various  segments  of  society  to  obtain  an 
ever  diminishing  slice  of  the  economic  pie.  Health  care 
is  just  one  of  many  hundreds  of  demands,  all  of  which 
are  expressed  as  good,  beneficial,  just,  right,  needed, 
and  any  other  expression  that  you  can  think  of. 

Somewhere  there  will  have  to  be  rationing  of  one 
sort  or  another.  This  is  painful,  unpopular,  but  a fact! 
One  of  the  results  of  this  fact  “uncompensated  care” 
will  be  termed  what  historically  it  was  called,  ie, 
“charity  care.”  Uncompensated  care  came  as  a result 
of  the  idea  that  everyone  was  to  have  the  same  high 
level  of  care.  This  phantom  idea  has  had  as  one  of  its 
major  proponents  the  organized  medical  profession  of 
our  state  and  nation. 

There  is  nowhere  evidence,  based  upon  economics, 
politics  or  constitutional  law  that  this  ephemeral  con- 
cept will  endure.  The  idea  that  every  person  will  live 
forever,  enjoy  the  pinnacle  of  modem  scientific  health 
care  and  that  this  care  will  and  can  be  supported  by 
“someone,”  is  fundamentally  false.  You  simply  have 
to  go  back  to  the  fundamental  economic  equation  given 
in  the  first  of  this  letter. 

Therefore,  the  sooner  we  use  the  proper  language, 
ie,  charity  care,  and  the  sooner  we  approach  it  for  what 
it  is,  the  sooner  the  problem  will  become  manageable. 

J.  P.  Mudd,  Jr.,  M.D. 

Jackson,  AL 
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Ghre  your  angina  patients  ; , 

what  they're  missing... 


CARDOEM:  FEW  SIDE  ^FECTS 

diltiazem  HCI/Marion 


Anfianginal  a€tion  includes  dilafation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina' 

Compatible  with  other  antianginals^  ^* 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  CORD,  or  PVD*^ 

*See  Warnings  and  Precautions. 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


CAJUMZaif  KW  SIDE  EFFECTS 
diltiaiem  HO/Marion  IN  AMTUUKIHAlTHERAFr 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEU- 

(diltiazem  HCI) 

30  mg,  60  mg,  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDI2EM  IS  coniraindirxrted  in  (!)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pocemaker,  (2)  palienls  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  o func- 
tioning ventricular  pacemoker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
retroctory  penods  without  signiticontty  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  tor 
048%)  Concomitant  use  of  dittiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  ol  asystole 
(2  to  5 seconds)  alter  a single  dose  of  60  mg  of 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  In  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Expenence  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
cialed  with  CARDIZEM  therapy  may  occasionalty 
result  in  symptomatic  hypatensian 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SCOT  SGPl  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  otdnjg  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  mast  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  /Is  with  any  new  dmg  given  over 
prolonged  penods,  laboratory  [xirameters  should  be 
monitored  at  regular  intervals  The  dmg  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity  high  doses  of  dittiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  dmg  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  he^c  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  venfficulor 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
semm  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  ol  carcinogenicity  There 
Mos  also  no  mutagenic  response  in  in  vitro  bactenol 
tests  No  intrinsic  effect  on  fertility  iws  observed  in  rats. 

Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  iws  some  reduction  in  earty  individual  pup  weights 
and  sun/ival  rates  There  iws  on  increased  iiKidence  ol 
stillbirths  at  doses  ot  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  If  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  semm  levels  It  use  ol  CARDIZEM 
is  deemed  essential,  an  alternative  method  ot  infant 
teeding  should  be  instituled 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  hove  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


cialed  with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  os  well 
as  their  frequency  of  presentation  ore:  edema  (2  4%), 
headache  (2  I %),  nausea  (19%),  dizziness  (15%), 
rash  (13%),  asthenia  (12%)  In  addition,  the  following 
evenis  were  reported  infrequentty  (less  than  !%) 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  corxJucfion  warning), 
bradycardia,  congestive  heart 
failure.  Hushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormatity,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphalase. 
SGOT  SGPl  and  LDH  (see  hepatic 
warnings),  vomiting  weight 
increase 

Petechiae,  pmritus,  photosensifivily 
urticaria 

Amblyopia,  dyspnea,  epislaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osleoorticular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyp^lasio,  erythema  multflorme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  9/86 

See  complete  Professional  Use  Inlormation  before 
prescribing 
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Persistence 

Ucello,  M.D.* 


Press  On 

Nothing  in  the  world  can  take  the  place  of 
persistence.  Talent  will  not:  nothing  is  more 
common  than  unsuccessful  men  with  talent. 
Genius  will  not:  unrewarded  genius  is  almost 
a proverb.  Education  alone  will  not:  the  world 
is  full  of  educated  derelicts.  Persistence  and 
determination  alone  are  omnipotent. 


One  should  always  try  to  keep  up  with  the  literature. 

Recently  I was  perusing  an  issue  of  Today’s 
Chiropractic,  and  I ran  across  an  article  eulogizing  a 
recently  deceased  eminent  New  York  chiropractor, 
Doctor  (sic.)  Lyndon  E.  Lee.'  Dr.  Lee,  the  article  says, 
“next  to  B.  J.  Palmer  himself  . . . may  have  been  the 
most  quoted  chiropractor  of  his  time.” 

His  “first  published  defense  of  chiropractic  ap- 
peared in  the  scholarly  Harper’s  Weekly”  in  1915.  In 
1933  he  was  arrested  in  New  York  for  practicing  med- 
icine without  a license.  The  case  dragged  on  for  more 
than  three  years  and  was  in  and  out  of  courts  30  times. 
The  trials  attracted  national  attention,  and  he  received 
much  support;  e.g. , from  an  editorial  in  Nation’s  Com- 
merce. He  was  finally  acquitted. 

Thirty  years  later  in  1963  a bill  providing  for  the 
licensure  of  chiropractors  in  New  York  state  became 
law,  and  Dr.  Lee,  age  77,  sat  for  and  passed  the  first 

* Uccello,  M.D.  is  a pseudonym  for  a physician  practicing  in  Alabama. 


examination  by  the  New  York  State  Board  of  Chiro- 
practic Examiners.  This  so  impressed  the  political  hi- 
erarchy that  Governor  Nelson  Rockefeller  expressed 
his  admiration  for  Dr.  Lee. 

In  1981  the  Smithsonian  Institution  of  Washington, 
D.C. , sponsored  “the  first  Conference  on  Chiropractic 
History,”  and  there  the  Association  for  the  History  of 
Chiropractic  named  him  the  recipient  of  its  first  hon- 
orary award. 

In  1983  Dr.  Lee  died  in  his  sleep,  just  one  week 
short  of  his  96th  birthday  having  “led  the  chiropractors 
of  New  York  in  their  half-century  struggle  for  licen- 
sure” in  that  state. 

The  eulogy  in  Today’s  Chiropractic  says  that  his 
death  “wrote  a finish  to  one  of  the  more  remarkable 
personal  histories  in  the  annals  (sic.)  of  the  chiropractic 
profession.”  He  graduated  from  the  Palmer  School  in 
1915  and  “helped  draft  every  licensing  bill  presented 
to  the  (New  York)  legislature  between  1915  and  1963, 
when  a favorable  vote  was  finally  obtained.” 

He  had  attended  an  ivy  league  college,  Amherst,  so 
presumably  had  a good  basic  college  education.  Why 
did  he  attend  chiropractic  college?  One  can  only  spec- 
ulate, though  the  article  mentions  that  his  brother  (an 
older  brother?)  was  also  a chiropractor.  Probably  the 
course  of  study  required  only  one  year  or  less,  and 
this  occurred  as  the  Flexner  reform  was  gaining  mo- 
mentum and  medical  schools  were  closing  or  being 
upgraded.  His  son,  who  was  a friend  of  mine,  was  a 
physician  (M.D.)  and  a surgeon  well  known  through- 
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out  the  nation,  which  is  why  the  article  caught  my 
eye. 

The  point  of  the  story,  however,  is  PERSISTENCE. 
The  United  States  these  days  is  being  assaulted  by  a 
vast  and  heterogeneous  army  of  “health  care  profes- 
sionals” — physicians  with  M.D.s,  physicians  with 
D.O.s,  others  who  want  to  call  themselves  “physi- 
cians” (we  should  protect  this  term  as  belonging  to 
the  M.D.s  alone,  if  at  all  possible),  doctors  of  phar- 
macy, doctors  of  podiatry,  doctors  of  optometry,  doc- 
tors of  nursing,  doctors  of  naturopathy,  doctors  of 
naprapathy,  doctors  of  chiropractic,  doctors  of  coun- 
selling, on  and  on. 

This  is  the  real  doctor  glut.  All  are  trying  to  emulate 
M.D.s  to  the  extent  of  tapping  the  third-party  payors 
who  have  contributed  so  much  to  the  current  wealth 
of  many  “health  care  professionals,”  especially  phy- 
sicians. And  many  are  intelligent,  probably  helpful  to 
most  of  their  patients,  and  very,  very  persistent  in  their 
efforts  at  legal  and  economic  recognition.  Dr.  Lee, 
after  all,  kept  introducing  bills  into  the  New  York 
legislature  for  49  years,  until  one  was  passed,  1915 
to  ’63  inclusive. 

The  moral  for  M.D.s  is;  If  they  can  persist,  so  can 
we.  If  they  can  pass  laws,  so  can  we. 

MAS  A has  just  concluded,  at  least  for  the  time 
being,  a successful  campaign  for  tort  reform  that  many 
thought  was  unwinnable.  If  the  “other  health  care 
professionals”  persist  in  attempting  to  win  for  their 
lesser  trained  groups  the  legal  right  to  engage  in  ac- 
tivities that  we  believe  should  be  reserved  for  those 
who  are  most  rigorously,  thoroughly,  and  completely 
educated  and  trained  for  those  activities  — the  M.D.s, 
it  is  indeed  our  duty  to  persist  in  efforts  to  resist  them 
and  to  roll  back  their  legislative  advances.  H 


PERSIST! 
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What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology,  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  themi’ 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AMERICAN 
CANCER 
f SCX:iETY® 


Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Senior  Medical  Students  In 

Guatemala 


Foreword 

The  feeling  of  elation  that  comes  with  advancement 
into  the  senior  year  of  the  College  of  Medicine  is 
so  exhilarating  that  it  must  be  experienced  for  maxi- 
mum appreciation.  In  reality  there  is  something  lacking 
in  those  nine  months  of  that  final  year  in  medical 
school  besides  the  self-assurance  of  graduation. 

Many  weeks  and  months  are  spent  by  students  sur- 
veying postgraduate  facilities.  Possibly  something 
worthwhile  is  to  be  gained  from  a first-hand  visitation. 
Five  years  may  be  spent  at  a hospital  in  a phase  of 
advanced  medical  training  before  entering  the  private 
sector  or  the  academic  world  of  medicine.  How  many 
facilities  should  a student  visit?  How  long  should  all 
the  visitations  require? 

Senior  electives  might  be  limited  to  one  or  two  “free 
electives”  of  four- weeks  duration.  The  remainder  could 
more  profitably  be  devoted  to  assignment  as  an  acting 
intern  in  any  one  of  the  specialties  that  appeals  to  the 
student.  Some  unique  learning  experience  remote  to 
the  College  from  which  graduation  is  anticipated  could 
be  included  in  the  final  year’s  program. 


As  a fulfilling  experience  and  one  which  has  been 
envisioned  as  a unique  learning  opportunity,  the  Uni- 
versity of  South  Alabama  College  of  Medicine  offers 
a Senior  Elective:  Rural  and  Tropical  Medicine  in  a 
Developing  Nation.  Here  the  student  is  exposed  to  new 
disease  entities.  The  diagnostic  and  therapeutic  mo- 
dalities are  totally  different  from  almost  anything  found 
in  the  medical  world  of  our  United  States. 

Letters  which  our  students  have  written  following 
four  weeks  in  Guatemala  in  our  exchange  program 
with  Marroquin  University  School  of  Medicine  convey 
their  response  to  an  unforgettable  Senior  Elective.  They 
are  published  with  the  envisionment  of  your  sharing 
with  me  the  consideration  for  curriculum  changes  in 
the  Senior  year  at  the  various  Colleges  of  Medicine. 


Samuel  Eichold,  M.D. 
Professor  Emeritus 
University  of  South  Alabama 
College  of  Medicine 
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Trip  Report  — I 


6 6 A Tucho  Gusto”  became  an  often  heard  phrase 
XVx  that  I not  only  learned  but  used  frequently 
during  my  trip  to  Guatemala  during  February  of  1987. 
It  seemed  only  a dream  last  March  when  my  colleague, 
Niki  Oquist,  and  myself  received  information  and 
signed  up  for  an  externship  rotation  as  fourth  year 
medical  students. 

The  curriculum  that  the  University  of  South  Ala- 
bama College  of  Medicine  for  fourth  year  students  has 
many  opportunities  for  expanding  our  medical  knowl- 
edge, but  most  interesting  to  us  seemed  to  be  one 
entitled  “Rural  and  Tropical  Medicine  in  a Developing 
Nation.” 

After  discussing  it  between  ourselves  we  then  con- 
tacted the  faculty  advisor  for  the  rotation.  Dr.  Sammuel 
Eichold,  professor  emeritus,  at  the  University  of  South 
Alabama  College  of  Medicine,  who  informed  more 
about  the  rotation  and  past  experiences  of  students  in 
Guatemala. 

“Rural  and  Tropical  Medicine  in  a Developing  Na- 
tion” was  in  rotation  set  up  by  Dr.  Eichold  in  con- 
junction with  a long-time  friend.  Dr.  Rodolfo  Herrera- 
Llerandi,  as  an  exchange  program  with  medical  stu- 
dents from  the  University  of  South  Alabama  College 
of  Medicine  in  Mobile,  Alabama  and  students  from 
the  Universidad  of  Francisco  Marroquin  in  Guatemala 
City. 

Until  last  year  only  students  from  the  Universidad 
of  Francisco  Marroquin  had  taken  advantage  of  the 
rotation.  Last  year  two  students  Chuck  Schroll  and 
Roy  Sanders,  from  the  University  of  South  Alabama 
College  of  Medicine  went  to  Guatemala  and  came  back 
with  some  interesting  tales  told  to  us  by  Dr.  Eichold. 

By  November  of  1986,  Niki  and  I had  begun  to 
formalize  our  plans  and  learned  that  two  other  Uni- 
versity of  South  Alabama  College  of  Medicine  students 
were  going  to  be  with  us  in  Guatemala,  Debbie  Camp- 
bell and  Lisa  Wright.  All  of  us  were  quite  anxious  for 
several  reasons,  especially  because  of  the  language 
barrier. 

Niki,  who  had  lived  most  of  his  life  in  Latin  Amer- 
ica, agreed  to  teach  us  and  tutor  us  in  Spanish  which 
proved  to  be  invaluable  after  we  had  arrived  in  Gua- 
temala. By  December  we  had  all  begun  to  listen  to 
Spanish  tapes  and  held  practice  sessions  together.  At 
that  time  Niki  and  I had  also  contacted  the  Partner  of 
the  Americas  program  for  hopeful  assistance  in  travel 


expenses.  By  mid-January  1987  everything  was  set 
and  on  Feb.  7,  1987  we  departed  from  Mobile  to  New 
Orleans  then  on  to  Miami  and  then  finally  to  our  des- 
tination in  Guatemala  City. 

We  were  met  at  the  airport  in  Guatemala  City  by 
long  time  friend  of  Niki  and  his  family,  Lorenzo  Fi- 
gueroa. He  took  us  to  his  home,  where  we  met  his 
more  than  gracious  family  and  obtained  details  on  our 
housing  arrangements  which  had  been  settled  by  him. 
We  would  stay  at  an  apartment  in  the  home  of  his 
wife’s  sister  and  as  well  he  set  us  up  with  some  in- 
valuable transportation.  Without  Lorenzo  and  the  Fi- 
gueroa family,  our  experiences  in  Guatemala  would 
not  have  been  as  colorful  as  it  was. 

On  March  9,  1987  we  met  with  Dr.  Rodulfo  Lor- 
enzana  at  the  Hospital  Herrera  Llerandi  and  Univer- 
sidad Francisco  Marroquin  Medical  School.  He  is  the 
dean  of  medical  students  at  the  University  as  well  as 
a pathologist  at  the  Hospital  Herrera  Llerandi  and  the 
Roosevelt  Hospital  in  Guatemala  City.  As  the  main 
person  in  charge  of  us  over  the  next  four  weeks,  he 
had  arranged  a tenative  schedule  for  us.  The  first  week 
we  were  to  spend  in  a general  clinic  behind  the  Hospital 
Herrera  Llerandi.  The  next  two  weeks  we  would  be 
out  in  the  rural  areas  or  highlands,  the  last  week  was 
open  for  us  to  visit  other  areas  of  interest.  He  then 
took  us  to  the  clinic  and  introduced  us  to  the  Clinic 
Chief  Romeo  De  Leon. 

At  the  clinic,  we  met  the  staff  which  consisted  of 
several  medical  students,  residents,  and  specialty  at- 
tendings.  We  also  had  a tour  of  two  very  contrasting 
hospitals  in  Guatemala.  First,  the  Hospital  Herrera 
Llerandi,  which  was  much  like  hospitals  in  the  United 
States,  then  the  Roosevelt  Hospital  which  lacked  many 
supplies  taken  for  granted  by  staff  people  of  United 
States  hospitals. 

The  next  two  weeks  at  the  highlands  were  extremely 
informative.  The  rural  network,  headed  by  Dr.  Carlos 
Andrade,  in  the  villages  around  San  Juan  Sacatepequez 
provided  a better  understanding  of  the  importance  of 
preventive  medicine  and  primary  health  care.  In  the 
past  decade  of  record  collecting  around  San  Juan,  more 
than  90%  of  the  mortality  consisted  of  preventable 
diseases.  With  the  advent  of  education  to  the  natives 
on  good  health  habits,  instituting  programs  for  vac- 
cinations, and  even  more  importantly  good  prenatal 
care  there  could  be  a drop  in  the  morbidity  and  mor- 
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tality  statistics  in  these  areas. 

We  worked  along  with  two  other  medical  students, 
Patty  and  Juan  Carlos,  who  reported  to  the  area  at  the 
same  time  we  did.  There  was  also  a staff  physician. 
Dr.  Jorge  Palacios,  who  also  oversaw  the  rural  oper- 
ations, who  came  to  the  areas  on  Wednesdays.  Since 
it  was  not  well  known  to  the  natives  that  the  clinic 
was  staffed  on  other  days  besides  Wednesdays,  some 
days  seemed  quite  slow  only  with  occasional  house 
calls.  However,  this  gave  us  ample  time  to  share  in- 
formative information  on  medical  training  and  treat- 
ment philosophies  as  well  as  cultural  differences  be- 
tween our  two  nations. 

I guess  it  came  as  no  surprise  to  me  in  an  area  where 
there  was  only  running  water  for  two  hours  every  other 
day  the  problems  the  natives  had  in  keeping  good 
health.  Financially  the  natives  in  the  village  who  spec- 
ialized in  making  bamboo  baskets  and  rope  could  not 
afford  the  treatments  for  their  illnesses  so  they  often 
went  without  therapy. 

Under  the  direction  of  Dr.  Palacios,  several  town 
members  were  being  taught  the  cardinal  manifestations 
of  preventable  diseases  and  acute  trauma  therapy.  Also 
a program  to  educate  many  midwives  at  the  villages 
on  prenatal,  partum,  and  postpartum  care  in  hopes  to 
lower  maternal  and  infant  mortality  which  was  ex- 
tremely large  for  the  population.  Programs  were  also 
set  up  for  vaccinations  and  nutritional  education.  The 
only  regret  that  we  had  in  this  area  was  that  the  students 
in  the  area  were  just  as  new  to  the  program  as  we 
were,  therefore  a lot  of  the  time  seemed  wasted  on  not 
knowing  what  to  do  or  where  to  go. 

The  final  week  we  remained  in  Guatemala  City  and 
toured  some  of  the  private  clinics  and  investigated 
more  of  the  local  hospitals.  All  in  all  I found  the  trip 
had  a great  impact  on  my  thinking  and  what  I had 
taken  for  granted  in  Mobile  was  not  often  available  in 
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Rodolfo  Lorenzana,  M.D. 

Universidad  Francisco  Marroquin 
Facultad  de  Medicina 
6a.  Avenida  7-55,  Zona  10 
Guatemala,  Guatemala  C.A. 

Dear  Dr.  Lorenzana: 

I want  to  express  to  you  my  sincere  appreciation  for 
the  opportunity  of  a lifetime.  Living  and  working  for 
that  short  time  in  Guatemala  was  both  an  invigorating 


all  areas.  I met  a long  list  of  extremely  nice  hospital 
people  who  opened  their  arms  and  doors  to  make  sure 
that  I learned  as  much  as  possible  during  my  stay  in 
Guatemala. 

The  travel  set  up  by  the  Partners  of  the  Americas 
Association  was  very  much  appreciated.  Many  thanks 
to  the  Partners  Association  for  their  help  in  making 
the  trip  and  experience  possible.  Of  course  we  found 
our  own  accommodations  in  Guatemala  City  with  the 
help  of  a friend  and  everything  seemed  to  work  out 
well  for  all  involved.  I have  now  found  a new  and 
exciting  place  that  I can’t  wait  to  return  to. 

As  far  as  future  exchange  programs  go,  I think  that 
there  is  still  a lot  that  can  be  done.  First,  I don’t 
recommend  the  externship  to  anyone  who  doesn’t  know 
someone  in  Guatemala  City.  Without  the  Figueroa 
family’s  help  we  would  have  been  lost  without  room 
or  transportation.  Second,  I would  not  encourage  any- 
one without  a decent  understanding  of  Spanish  to  try 
to  venture  into  Latin  America  unless  you  know  a re- 
liable guide.  Lastly,  I think  that  we  lost  a lot  by  going 
to  the  highlands  before  the  system  was  set  up  to  func- 
tion the  way  it  was  intended. 

In  conclusion,  if  the  following  criteria  are  met  vis- 
iting students  and  the  partnership  between  Guatemala 
and  Alabama  as  well  as  the  University  of  South  Al- 
abama College  of  Medicine  and  the  medical  school  at 
the  Universidad  of  Francisco  Marroquin,  will  benefit 
the  most  from  the  program.  Through  the  findings  of 
my  trip  I now  realize  that  there  is  so  much  beyond  the 
United  States  of  America.  I can  only  anxiously  await 
until  I visit  another  new  land  or  return  to  a newly 
found  land  and  share  it  with  other  newcomers. 


Russell  Alan  Hudgens 
MS-IV 


medical  and  personal  experience.  I became  exposed 
not  only  to  interesting  medical  cases,  but  became  in- 
tegrated into  the  Latin  American  culture. 

At  the  University  of  South  Alabama  College  of  Med- 
icine we  work  in  only  one  hospital  in  the  city  of  Mo- 
bile. Any  chance  to  observe  and  participate  in  patient 
care  at  a different  institution  is  a welcome  opportunity 
to  broaden  my  clinical  experience.  With  that  in  mind, 
I traveled  to  Guatemala  with  eager  anticipation. 

Arriving  at  the  Francisco  Marroquinn  University,  1 
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found  that  every  faculty  member  and  student  that  I 
came  in  to  contact  was  extremely  friendly  and  helpful 
to  their  foreign  guests.  It  was  particularly  enjoyable 
to  exchange  experiences  with  the  medical  students  who 
were  at  the  same  level  of  training  and  to  discover  the 
differences  as  well  as  many  similarities  in  medical 
education. 

The  first  week  of  our  rotation  was  spent  at  the  clinica 
Departmento  “E”  where  we  saw  internal  medicine, 
pediatric,  and  gynecologic  patients.  It  was  interesting 
to  observe  the  diagnostic  approaches  used  there.  It 
appeared  that  doctors  relied  heavily  on  historical  in- 
formation and  physical  examination  and  ordered  fewer 
diagnostic  tests.  It  is  unfortunate  that  often  in  Amer- 
ican hospitals  expensive  diagnostic  tests  seem  to  be 
weighted  with  more  importance  than  a thorough  his- 
tory and  physical  exam  and  a doctor’s  own  clinical 
intuitiveness. 

In  our  second  and  third  weeks  we  participated  in 
the  rural  program  of  San  Juan  Sacatapaquez,  which 
personally  was  my  favorite  segment  of  the  rotation.  It 
was  most  satisfying  to  see  firsthand  and  participate  in 
the  efforts  the  Marroquin  University  is  making  to  de- 
liver health  care  to  its  country’s  people  — in  our  case, 
the  villagers  of  Aldea  Suacite.  Living  and  working 
among  the  people  of  Suacite,  we  became  assimilated 
in  to  their  way  of  life.  With  this  integration  of  health- 
care workers  and  native  inhabitants,  true  progress  can 
be  made  in  public  health  and  preventative  medicine. 

Juan  Guzman  and  Marianna  Rodriguez,  the  two 
sixth-year  medical  students  from  the  University,  as- 
sisted us  in  every  way  to  make  our  transition  into  rural 
Guatemalan  life  as  easy  as  possible.  The  four  of  us 
became  close  professional  colleagues  as  well  as  per- 
sonal friends  through  this  experience. 

Some  of  the  people  I saw  and  treated  will  be  in- 
delibly imprinted  in  my  memory.  There  was  the  time 
Marianna  and  I got  called  to  assist  a young  woman 
delivering  twins  in  her  hut  past  Los  Guatos.  I remem- 
ber the  precious  faces  of  the  Indian  children  who  came 
to  the  clinic  because  of  superior  respiratory  infections 


and  to  receive  vaccinations.  Other  interesting  cases  we 
saw  included  pneumonia,  tuberculosis,  septic  arthritis, 
malaria,  typhoid  fever,  and  Trichuris  trichiura  with 
rectal  prolapse. 

After  leaving  Suacite,  our  final  week  was  spent  in 
Roosevelt  Hospital.  This  proved  to  be  as  equally  an 
educational  experience.  We  spent  time  with  Dr.  Fi- 
gueroa, his  resident,  and  students  who  were  all  ex- 
tremely helpful  and  informative.  They  as  well  as  var- 
ious other  residents  eagerly  showed  us  around  the 
hospital  and  introduced  us  to  some  of  the  interesting 
patients.  In  that  short  amount  of  time,  we  were  able 
to  observe  and  discuss  patients  with  tetanus,  amoebic 
liver  abscess,  scrofula.  Grave’s  Disease,  and  Schmitt’s 
syndrome.  \ 

As  mentioned  above,  I particularly  enjoyed  the  rural 
program  and  the  time  at  Roosevelt  Hospital.  I might 
suggest  that  a student  be  allowed  to  spend  more  time 
at  Roosevelt  Hospital  with  a variety  of  clinical  services 
because  of  the  vast  amount  of  clinical  pathology  avail- 
able. The  rural  program  might  benefit  from  having  a 
basic  microscope  at  the  clinic  if  possible.  By  all  means, 

I believe  students  should  continue  to  spend  at  least 
two  weeks  in  the  rural  villages. 

With  free  time  on  weekends  we  were  also  able  to 
enjoy  some  of  the  native  attractions  of  Guatemala.  We 
visited  Lake  Atitlan,  and  as  we  admired  the  beautiful 
volcanoes,  we  managed  to  receive  a sizable  sunburn. 

One  weekend  we  were  able  to  explore  the  many 
churches  and  convents  of  the  ruins  of  Antigua  — what 
an  enchanting  city! 

The  four  of  us  from  Mobile,  Alabama  each  came 
down  to  Guatemala  with  different  expectations  for  the 
month  of  Tropical  Medicine.  I’m  sure  each  one  of  us 
went  away  with  different  feelings  of  accomplishment. 

As  for  me,  I again  want  to  thank  you  for  an  unfor- 
gettable experience  that  I will  look  upon  as  one  of  the 
highlights  in  my  medical  education. 

Deborah  L.  Campbell 
MS  IV 
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Dear  Dr.  Loreneana, 

I would  like  to  take  this  time  to  thank  you  for  the 
opportunity  which  you  and  your  institute  afforded  me 
to  visit  and  work  in  your  beautiful  country  of  Guate- 
mala. It  was  an  experience  which  I believe  that  I will 
always  remember. 

In  commenting  on  my  experiences  in  Guatemala,  I 
first  wish  to  describe  what  work  I was  involved  in 


during  the  four  weeks  and  then  I will  address  how  I 
felt  about  the  rotation  in  general  and  what  suggestions 
I have  to  offer  concerning  future  externships  such  as 
this  one. 

The  first  week  was  spent  at  the  University  Hospital 
Herrera  Llerandi  outpatient  clinic  where  I saw  pedia- 
tric, surgical,  obstetrical,  as  well  as  general  medicine 
patients.  As  a medical  student  I was  allowed  to  ex- 
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amine  and  offer  suggestions  for  diagnosis  and  treat- 
ment of  these  patients.  The  medical  students  and  res- 
idents there  were  fairly  knowledgeable  of  the  English 
language  and  served  well  as  translators  for  commu- 
nication between  myself  and  the  patients. 

The  second  and  third  weeks  of  the  rotation  were 
spent  in  the  rural  village  of  Suacite  where  I worked 
closely  with  your  two  medical  students  — Juan  Luis 
Gurman  and  Marianna  Rodriguez.  These  two  students 
are  to  be  highly  praised  for  their  hospitality,  medical 
knowledge,  and  mastery  of  the  English  language. 
Working  with  these  two  students  made  the  whole  rural 
experience  worthwhile. 

We  saw  mostly  pediatric  and  obstetrical  patients  at 
the  Suacite  clinic.  I noted  that  one’s  clinical  skills  are 
constantly  being  tested  and  trained  in  a rural  setting 
such  as  Suacite  since  laboratory  equipment  as  well  as 
medicine  is  very  limited  there  and  most  treatment  must 
be  based  on  history  and  clinical  signs  and  symptoms. 
I have  found  that  in  order  to  sharpen  your  clinical 
skills,  you  must  use  them,  and  at  Suacite  you  do  just 
that.  The  rural  portion  of  the  rotation  definitely  offered 
more  of  a challenge  to  my  overall  general  medical 
knowledge. 

The  last  week  was  spent  in  the  Roosevelt  Hospital. 
This  was  perhaps  my  favorite  part  of  the  whole  four 
weeks  since  it  involved  much  internal  medicine  and 
especially  infectious  diseases.  Among  the  most  inter- 
esting cases  that  were  seen  were  cutaneous  TB,  teta- 
nus, advanced  cutaneous  fungal  infection,  and  ad- 
vanced TB  with  bronchocutaneous  fistula  and  scrofula 
— all  of  which  are  not  commonly  seen  in  the  United 
States. 

I would  highly  suggest  that,  if  at  all  possible,  this 
rotation  be  preserved  so  that  more  students  from  my 
institution  may  be  able  to  experience  what  I have  for 
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This  exchange  of  students  between  the  University 
of  South  Alabama  and  Marroquin  University  in  Gua- 
temala City  evolved  through  an  association  between 
the  Partners  of  the  Americas.  As  fourth  year  students 
at  the  University  of  South  Alabama  we  have  the  op- 
portunity to  take  electives,  not  only  within  our  own 
country,  but  also  abroad.  Having  been  raised  in  Latin 
America  and  knowing  many  people  in  Guatemala,  I 
chose  Guatemala  because  I could  enjoy  the  experience 
fully  and  introduce  Guatemala  to  my  co-workers  who 
would  accompany  me  on  the  trip. 

On  February  7,  1987  we  left  the  United  States 
through  New  Orleans  and  proceeded  to  go  to  Guate- 


the past  month.  It  is  definitely  a learning  experience 
which  interested  persons  should  not  be  denied.  Future 
students  should  be  strongly  encouraged  to  participate 
in  the  rural  program  since  this  portion  of  the  rotation 
seems  to  offer  the  best  learning  experience. 

Although  a basic  knowledge  of  your  Spanish  lan- 
guage would  be  helpful,  I ask  that  persons  not  knowl- 
edgeable in  Spanish  not  be  discouraged  from  partici- 
pating in  the  program  since  a majority  of  your  students 
are  able  to  speak  English  quite  well.  This  is  of  course 
a great  compliment  to  your  society. 

If  persons  are  more  interested  in  internal  medicine, 
it  may  be  feasible  for  them  to  remain  at  Roosevelt 
Hospital  for  two  weeks  instead  of  just  one.  This  would 
require,  however,  that  time  be  taken  away  from  either 
the  outpatient  clinic  experience  or  the  rural  rotation. 

Also,  perhaps,  the  time  spent  at  Roosevelt  Hospital 
could  somehow  become  more  organized  so  that  stu- 
dents are  able  to  go  with  the  attending  physicians  and 
residents  on  daily  hospital  ward  visits.  Interaction  with 
the  medical  students  and  residents  at  Roosevelt  Hos- 
pital is  also  very  important  and  enlightening. 

Most  of  all,  I enjoyed  the  flexibility  of  the  whole 
program.  I was  allowed  to  participate  in  what  inter- 
ested me  the  most  — this  was  important  and  I’m  sure 
that  future  students  would  also  enjoy  that  same  flex- 
ibility. I would  like  to  once  again  stress  that  this  ro- 
tation be  preserved  at  all  costs  since  it  is  a most  en- 
riching experience. 

I would  like  to  express  my  appreciation  to  you  and 
your  faculty  again  for  making  me  feel  at  home  in 
Guatemala  and  for  allowing  me  to  experience  a part 
of  your  culture. 

Lisa  Kay  Wright 
MS-IV 


mala  via  Miami.  At  the  Guatemala  airport  we  were 
met  by  Lorenzo  Figueroa  and  his  family.  They  have 
been  friends  with  my  family  for  approximately  fifteen 
years.  Since  we  arrived  on  a week-end,  we  had  a 
chance  to  enjoy  some  of  the  sites  and  we  went  with 
the  Figueroas  to  Antigua,  Guatemala  which  used  to 
be  the  ancient  capital  of  Guatemala. 

Early  Monday  morning,  February  9,  1987,  we  met 
with  Dr.  Rodolfo  Lorenzana,  who  is  the  Dean  of  Stu- 
dents of  Marroquin  University.  He  sat  down  with  us 
and  explained  what  we  would  be  doing  for  the  next 
four  weeks.  After  a delightful  chat  with  Dr.  Lorenzana, 
he  proceeded  to  take  us  over  to  the  Esperanza  Clinic 
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where  we  would  meet  Dr.  Romeo  DeLeon.  Dr.  Romeo 
DeLeon  would  be  our  superior  for  the  next  week. 

The  Esperanza  Clinic,  or  as  they  know  it,  Depart- 
mental A,  is  a clinic  sponsored  by  the  Hospital  Herrera 
Llerandi,  the  private  hospital  in  town.  This  clinic  is 
for  people  of  lower  socio-economic  levels.  Here  for  a 
nominal  fee  of  five  quetzales  patients  come  and  are 
seen  initially  by  house  staff  of  the  Marroquin  Univer- 
sity in  the  Hospital  of  Herrera  Llerandi.  They  are  then 
referred  to  specialists  affiliated  with  that  institution. 
A variety  of  patients  are  seen  at  this  clinic,  ranging 
from  pediatrics  to  obstetrics  to  general  surgery  pa- 
tients. The  house  staff,  who  are  as  well  trained  as  house 
staff  here  in  the  United  States  initially  see  the  patients 
and  discuss  the  patients  among  themselves.  Patients 
are  also  seen  initially  by  fourth  and  fifth  year  medical 
students,  then  discussed  with  house  staff  and  finally 
checked  out  to  Dr.  DeLeon  who  runs  the  clinic. 

Once  it  is  determined  what  problem  the  patient  has, 
these  patients  are  usually  referred  back  to  Departmen- 
tal A and  scheduled  for  a clinic  visit  with  a specialist, 
i.e.,  dermatology,  ear,  nose,  throat,  etc.  Thanks  to 
my  fluency  in  Spanish,  the  change  from  the  University 
of  South  Alabama  to  the  Marroquin  University  wasn’t 
quite  as  drastic  as  for  my  co-workers.  I felt  it  was  just 
a change  of  environment,  but  not  a total  change.  At 
this  clinic  both  students  and  house  staff  were  eager  to 
see  what  we  thought  of  the  patients  problems.  After 
the  patients  had  been  seen  during  the  morning  clinic, 
the  students  and  house  staff  were  anxious  to  show  us 
around  the  medical  facilities  and  Guatemala  City.  Their 
friendliness  is  Just  another  example  of  the  warmth  of 
the  Latin  American  people. 

During  the  first  week’s  stay  at  Departmental  “A,” 
we  found  that  medicine  in  Guatemala  is  much  like 
medicine  in  the  United  States.  The  patients  expressed 
the  same  problems  and  they  were  treated  with  the  same 
concern  as  seen  in  the  United  States.  Other  highlights 
during  the  week  were  touring  the  Hospital  Herrera 
Llerandi,  the  largest  private  hospital  in  Guatemala  City. 
We  also  took  a tour  of  the  Roosevelt  Hospital,  which 
is  one  of  the  larger  public  hospitals.  During  the  end 
of  our  first  week  in  Guatemala,  we  met  with  Dr.  Carlos 
Andrade.  He  briefed  us  on  what  we  would  be  doing 
for  the  next  two  weeks  in  the  rural  areas. 

At  this  time  we  also  had  an  opportunity  to  meet  the 
fifth  year  students  that  we  would  be  working  with  in 
the  field.  During  the  briefing  session  he  also  went  over 
what  goals  the  rural  medical  program  established.  The 
rural  medical  program  was  started  three  years  ago  by 
the  Marroquin  University.  It  has  focused  mainly  on 
public  health  and  preventive  medicine.  For  example, 
one  of  the  aims  of  the  program  is  to  vaccinate  all 
children  under  five  years  of  age.  At  this  session.  Dr. 
Andrade  went  over  statistics  that  showed  that  the  per- 
inatal mortality,  perinatal  morbidity,  and  infant  mor- 
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ARAFATE* 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer;  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B,  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Ulcer  therany 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^; 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


All  patients 
Smokers 


Cimetidine: 


All  patients 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

'Significantly  greater  than  cimetidine  smoker  group  {P<.0S). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


r\RAFATE‘ 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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There’s  never  been  a better  time  for  her... 


and  PREM  ARIN' 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  \vith  a progestin.^ 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN* 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN* 

(conjugated  estrogens) 


Vaginal 

Cream 

7'^ 

1 

i Premarin' 

0.625  mg/g 

ar 

1 VAGWALCRE^ 

J 

I- 

jiig  ! * 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMALION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  I 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ot  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 

01  Ihe  other  known  risk  lactors  lor  endometrial  cancer  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  ol  endomelrial  cancer  have  increased  sharply  since  1969  in  eight  dillerent  areas  ol  Ihe 
United  States  with  populalion-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  Ihe 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  sludies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 limes  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ol  these  lindings,  when 
estrogens  are  used  lor  Ihe  trealmeni  ol  menopausal  symptoms,  Ihe  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  disconhnued  as  soon  as  possible  When  prolonged  treatment 
IS  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  Ihe 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therelore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synihelic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  lemale  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  Ihe  ollspnng  It  has  been  shown  that  females  exposed  in  ulero  to  diethylslilbesirol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  lile,  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (Irom  30%  to  90%)  have  been  found  lo  have 
vaginal  adenosis,  epithelial  changes  ol  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  il  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  ot  limb-reduction  detects  in  infants  exposed  m ulero  lo  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  allempted  Irealment  lor  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  ol  Irealment  The  data 
suggest  that  the  risk  ot  limb-reduclion  delects  in  exposed  letuses  is  somewhat  less  than  1 per  1.000  In  Ihe 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  lo  treat  Ihrealened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  inelleclive  lor  these  indications,  and  there  is  no 
evidence  from  well-controlled  sludies  that  progestogens  are  elleclive  lor  these  uses  II  PREMARIN  is  used 
during  pregnancy,  or  il  Ihe  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  to  Ihe  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugaled  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  lo  represent  Ihe  average  composition  ol  material  derived  Irom  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin.  together  with  smaller  amounts  ol  17a-estradiol. 
equilenin,  and  17a-dihydroequilenin  as  salts  ol  then  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  ol  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Modeiale-lo-severe  momolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  Heal  such 
condilions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugaled  estrogens)  Vaginal  Cream  is  indicated  in  Ihe  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  efiective  dose  appropriate  lor  the  specific  indication  should  be 
utilized  Studies  ot  the  addition  ot  a progestin  tor  7 or  more  days  ol  a cycle  ot  estrogen  administration  have 
reported  a lowered  incidence  ol  endomelrial  hyperplasia  Morphological  and  biochemical  sludies  ol  Ihe 
endometrium  suggest  that  10  lo  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ol  Ihe 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  of  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  irnporlant,  product  labeling  should  be  reviewed  lo  minimize  possible  adverse  ellects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  Ihe  following  conditions 
1 Known  or  suspected  cancer  ol  Ihe  breast  except  in  appropiialely  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependenl  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  proslalic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  lo  increase  the  risk  ol  endomelrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  lo  3-lold  increase  in  the  risk  ol  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ol  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  proslalic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  lor  proslalic  cancer  and  women  lor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  Ihrombophlebitis.  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
leporled  in  users  ol  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ot  Ihe  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  Ihrombophlebitis.  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugaled 
estrogens  per  day),  comparable  lo  those  used  to  treat  cancer  ol  Ihe  prostate  and  breast,  have  been  shown  lo 
increase  Ihe  risk  ot  nonlalal  myocardial  inlarclion,  pulmonary  embolism,  and  Ihrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  Ihe  thromboembolic  and  thrombotic  adverse  etiecis  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  eslrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ot  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carelully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  melastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  lo  Ihe 
initiation  ot  any  estrogen  therapy  with  special  reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
one  year  without  another  physical  examination  being  perlormed  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manilestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  Ihe  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ot  depression  should  be  carelully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  II  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  lunction,  renal  insulticiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  etiects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  ot  estrogen 
a Increased  sullobromophthalein  retention 

b Increased  prothrombin  and  factors  Vll,  VIII.  IX,  and  X,  decreased  antilhrombm  3,  increased  norepinephrine- 
induced  platelet  aggregability 

c Increased  Ihyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  L by  column,  or  T,  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  Ihe 
elevated  TBG,  tree  T,  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  metyrapone  test 
g Reduced  serum  folate  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  Ihe  administration  ot  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  frequency  ol  carcinomas  ol  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ot  breast  cancer  with  use  ol  coniugaled  estrogens 
ADVERSE  REACTIONS:  The  lollowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premensirual-like 
syndrome,  amenorrhea  during  and  aller  treatment,  increase  in  size  ol  uterine  libromyomala,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cyslitis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  laundice.  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme.  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair,  hirsutism,  steepening  of  corneal  curvature,  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lot  shorl-lerm  use  only  For  trealmeni  ol  moderale-lo-severe  vasomolor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  Ihe  menopause  (0  3 mg  lo  1 25  mg  ot  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oil)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis  — 0 625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  oil)  Female  castralion— 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  lo  response  ot  Ihe  patient  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
elleclive  control 

Palienls  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  Ihe  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Adminislration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oti) 

Attempts  lo  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily,  intiavaginally,  depending  on  ihe  severity  ol  the  condition 
Treated  patients  with  an  inlaci  uterus  should  be  monitored  closely  lor  signs  ot  endomelrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ol  persistent  or  recurring 
abnormal  vaginal  bleeding 
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Trip  Report  — IV 

continued  from  page  24 

tality  had  been  dramatically  reduced  over  the  past  three 
years.  After  the  meeting  we  all  agreed  to  meet  back 
at  the  University  on  Monday  morning  at  6:30,  so  that 
we  could  be  on  the  road  to  San  Juan  Sacatepequez. 
We  spent  that  week-end  touring  at  the  lake,  which  is 
one  of  the  largest  in  Guatemala,  located  about  150 
kilometers  west  of  Guatemala  City.  We  stayed  here 
with  Lorenzo  Figueroa  and  his  family  at  their  house 
on  the  lake. 

When  Monday  morning  arrived,  we  were  all  eager 
to  reach  San  Juan  Sacatepequez.  San  Juan  is  a mu- 
nicipality surrounded  by  ten  or  fifteen  villages  of  which 
six  or  seven  would  have  medical  students  permanently 
installed  for  the  next  six  months.  After  reaching  San 
Juan,  we  went  further  on  to  a town  named  Pachali  and 
met  with  Dr.  Jorge  Palacios,  another  physician  asso- 
ciated with  the  rural  medicine  program.  He  began  to 
brief  us,  along  with  Dr.  Andrade,  on  what  our  as- 
signments would  be  for  the  next  two  weeks.  At  this 
time  he  introduced  us  to  an  organized  system  of  pa- 
perwork which  was  aimed  to  make  things  easier  when 
treating  patients  in  this  rural  area. 

One  of  these  forms  was  a prenatal  care  form  which 
included  a prenatal  history  of  the  mother,  past  medical 
history,  current  nutritional  status,  etc.  This  form  was 
very  similar  to  the  form  used  at  South  Alabama.  An- 
other form  we  were  instructed  on  how  to  use  was  the 
“fichafamiliar.”  This  translates  to  family  chart.  On 
this  chart  was  the  number  of  the  house  the  family  lived 
in,  the  year  the  family  census  was  taken,  along  with 
names  of  everyone  in  the  family.  Every  three  months 
a new  census  was  taken,  at  which  time  the  number 
j within  the  family  is  determined,  as  were  children  under 
five  years  of  age,  pregnant  women  and  women  in 
child-bearing  years.  On  the  front  of  this  chart  it  was 
noted  whether  the  house  had  a latrine,  if  they  used 
public  water  or  had  to  go  to  the  river  for  water,  if  they 
had  a well,  etc.  On  opening  up  the  family  chart  there 
was  a detailed  history  of  the  children  under  five  years 
of  age  relating  to  nutritional  status  and  dates  of  vac- 
cines. On  the  bottom  of  the  page  there  was  also  a 
[ detailed  past  medical  history,  over  the  past  year. 

In  this  area,  the  native  townspeople  have  not  totally 
accepted  modem  medicine.  This  is  most  evident  at  the 
time  a woman  delivers  a child.  Over  95%  of  the  chil- 
; dren  bom  in  the  village  of  Cerroalto,  the  village  in 
which  we  were  staying,  were  delivered  by  midwives. 
The  remaining  5%  of  the  children  were  either  bom 
alone  or  with  the  assistance  of  a doctor.  Most  of  the 
midwives  in  Cerroalto  are  imperical  midwives,  that  is 
1 they  have  had  no  formal  training.  However,  now  most 
of  the  midwives  are  working  jointly  with  the  medical 
staff  at  the  public  health  post  in  Cerroalto.  A good 
relationship  between  doctors  and  midwives  is  essential 


in  continuing  the  care  to  the  patient. 

Many  patients  are  reluctant  to  come  to  the  doctor 
for  problems  with  their  pregnancy  unless  their  midwife 
is  in  agreement  with  this.  Periodically  the  medical  staff 
at  the  health  post  and  the  midwives  all  meet  and  discuss 
any  problems  or  differences.  At  these  meetings  the 
midwives  are  also  taught  on  how  to  handle  minor  emer- 
gencies. Many  of  the  midwives  recognize  their  limi- 
tations and  when  a problem  arises  they  contact  the 
physician. 

Two  sixth  year  medical  students  from  the  Marroquin 
University  are  assigned  to  each  health  post.  Rusty,  my 
partner  from  the  states,  and  I accompanied  Juan  Carlos 
and  Patty  for  the  first  two  weeks.  These  medical  stu- 
dents, as  a part  of  their  graduation  requirement,  are 
assigned  to  these  health  posts  for  six  months  at  a time. 
During  the  six  months  they  live  at  the  health  post, 
which  is  equipped  with  a room,  a kitchen,  and  a bath- 
room. The  students  are  allowed  to  go  back  to  Gua- 
temala City  on  the  weekends  which  is  only  an  hours’ 
drive  away.  They  must  return  every  Monday  morning 
to  man  the  post. 

During  the  week,  the  clinic  would  be  open  from 
eight  to  five.  During  this  time  we  would  see  all  patients 
that  came  into  the  clinic.  Most  of  the  consultations 
were  pediatric  in  nature.  One  fact  that  impressed  me 
greatly  was  that  malnutrition  was  not  that  evident  in 
this  area.  As  a rule  most  of  the  pediatric  visits  were 
just  like  visits  at  clinics  in  the  United  States,  for  com- 
mon things  such  as  otitis  media,  common  colds,  diar- 
rhea, etc.  As  a matter  of  fact  most  of  the  clinic  con- 
sultations were  quite  similar  to  what  we  see  in  the 
United  States,  although  we  did  see  cases  of  typhoid 
fever,  malaria  and  extra-pulmonary  tuberculosis.  While 
at  this  health  post  the  students  also  visited,  on  a weekly 
basis,  smaller  villages  that  surrounded  Cerroalto.  These 
villages  are  from  one  to  five  kilometers  away  and  can 
be  reached  only  by  foot. 

All  in  all  I was  very  impressed  by  the  quality  of 
health  care  that  is  delivered  in  these  village  health 
posts.  I thought  that  it  was  very  well  organized  and 
the  staff  was  very  capable.  There  is  only  one  very  real 
problem  in  this  area,  and  that  is  the  lack  of  medication. 
Many  times  the  diagnosis  is  made  and  the  treatment 
is  decided  upon  but  there  is  no  medicine.  I think  this 
rural  area  health  service  has  had  a great  impact  on 
health  care  in  the  area,  and  without  it  the  area  would 
greatly  suffer. 

The  final  week  was  spent  in  Guatemala  City.  Dr. 
Lorenzana  gave  us  the  opportunity  to  choose  what  we 
would  be  doing  for  the  next  week.  I chose  to  stay  at 
Departmental  “A”  where  we  had  spent  the  first  week. 
What  impressed  me  about  this  clinic  was  the  amount 
of  time  spent  with  each  patient.  Also  there  were  nu- 
merous cases  of  great  interest  concentrated  into  one 
afternoon.  The  last  week  was  much  like  the  first  week, 
with  the  exception  that  I concentrated  more  on  sub- 
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specialties,  i.e.  dermatology  and  rheumatology,  than 
the  general  medicine  in-take  clinic. 

I feel  the  trip  to  Guatemala  was  extremely  successful 
in  that  the  Guatemalans  learned  from  us  and  we  learned 
from  the  Guatemala  people.  I think  that  the  original 
objectives  of  the  trip  were  completely  fulfilled.  One 
thing  I do  regret,  however,  is  that  we  could  not  stay 
longer.  Just  as  we  were  making  new  friends  we  had 
to  leave  Guatemala.  I plan  to  stay  in  contact  with  both 
students  and  house  staff. 

One  of  the  goals  mentioned  to  me  most  frequently 
by  the  Guatemalan  physicians,  namely  Dr.  Carlos  An- 
drade, was  to  totally  computerize  all  of  the  family 
charts  that  I mentioned  before,  and  with  the  aid  of  a 
personal  computer  have  all  necessary  data  easily  ac- 


cessible. He  asked  me  to  inquire  if  there  was  someone 
willing  to  donate  a personal  computer  and  peripherals 
as  the  cost  of  these  are  prohibitive  in  Guatemala  City. 

In  closing,  I would  like  to  thank  the  Partners  of  the 
Americas  for  their  travel  arrangements.  Dr.  Sammuel 
Eichold  for  making  this  trip  possible  and  Dr.  Rodolfo 
Lorenzana  for  all  of  his  attentions  while  we  were  at 
the  University.  Also  at  this  time  I would  like  to  convey 
special  thanks  to  Lorenzo  Figueroa  and  his  family 
without  which  this  trip  would  not  have  been  the  same. 
In  the  future,  I recommend  this  course  to  students  that 
have  a moderate  or  better  knowledge  of  Spanish.  0 

Niki  Oquist 
MS-IV 
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October  16 
Edna  Merle  Carraway 
Convention  Center 
Birmingham 


Sponsored  by  the  Kemp-Carraway  Heart  Institute, 
Carraway  Methodist  Medical  Center  and  Norwood  Clinic 

One-day  seminar  will  focus  on: 

• maneigement  of  cerebroveiscular  disease, 

• treatment  of  acute  myocardial  infarction, 

• new  developments  in  congestive  heart  failure, 

• diagnosis  and  treatment  of  complex  arrhythmias, 

• recent  advances  in  cardiac  technology. 


For  registration  information,  contact  Mr.  Jim  Hassett, 
Carraway  Methodist  Medical  Center,  at  (205)  226-6923. 


CME  CREDIT:  Carraway  Methodist  Medical  Center  designates  this  continuing  medical 
education  activity  for  6 credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association. 


The  Liver  and  Pregnancy 

W.  Roger  Carlisle,  M.D.,  F.A.C.P.* 


Liver  disease  in  pregnancy  can  be  divided  into  two 
major  categories.  Category  (I)  is  liver  disease 
which  is  primary  and  secondary  to  pregnancy.  Cate- 
gory (II)  is  liver  disease  associated  with  pregnancy  and 
affected  by  pregnancy. 

The  primary  liver  diseases  of  pregnancy  are:  hy- 
peremesis gravidarum,  benign  intrahepatic  cholestasis, 
preeclampsia,  fatty  liver  of  pregnancy,  and  acute  he- 
patic hemorrhage.  These  five  disease  entities  are  all 
peculiar  to  pregnancy  and  seen  only  in  pregnancy.  All 
of  these  conditions  are  associated  with  abnormal  liver 
tests. 

The  five  primary  liver  diseases  of  pregnancy  all 
show  some  elevation  of  the  bilirubin.  The  bilirubin  in 
preeclampsia  is  often  elevated  in  the  10-12  range  and 
is  generally  unconjugated.  The  bilirubin  in  fatty  liver 
of  pregnancy  is  often  elevated  in  the  8-12  range.  The 
bilirubin  is  generally  less  than  5 (5)  in  benign  intra- 
hepatic cholestasis,  hyperemesis  gravidarum,  and  in 
acute  hepatic  hemorrhage  (see  Table  1). 

The  most  common  disease  in  pregnancy  is  actually 
hepatitis.  Hepatitis  makes  up  approximately  40%  of 
all  liver  diseases  associated  with  pregnancy.  Classi- 
cally, the  SCOT  is  elevated  at  10  times  normal  and 
the  bilirubin  is  greater  than  3.5.  Fulminant  hepatitis  is 
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often  difficult  to  differentiate  from  fatty  liver  of  preg- 
nancy. The  liver  in  normal  pregnancy  shows  some  liver 
test  abnormalities.  There  is  elevation  of  the  fibrinogen, 
ceruloplasmin,  clotting  factors,  alkaline  phosphatase, 
and  blood  volume.  These  liver  tests  and  laboratory 
abnormalities  are  seen  in  normal  pregnancy. 

The  gamma  GTP  increases  two  times  normal.  The 
SCOT  and  SGPT  increased  approximately  5%.  There 
is  a normal  increase  in  cholesterol  and  triglycerides. 

A marked  fall  in  the  alkaline  phosphatase  often  cor- 
relates with  fetal  death.  The  abnormal  increase  in  the 
alkaline  phosphatase  is  due  to  a fraction  from  the  pla- 
centa and  a small  fraction  from  bone. 

Hepatitis  A is  the  most  common  disease  of  the  liver 
seen  in  pregnancy.  Hepatitis  A is  not  tetragenic.  There 
is  an  increased  risk  of  premature  labor  and  birth.  The 
best  test  for  detecting  hepatitis  A is  the  anti-A  IGM 
antibody.  Hepatitis  A is  a fecal  water-borne  disease 
with  a seven  week  incubation.  Reports  of  clinical  re- 
lapse and  repeat  shedding  of  the  virus  have  recently 
been  reported  in  the  Annals  of  Internal  Medicine  by 
Dr.  Tanno  and  Cohen.'  The  best  therapy  for  hepatitis 
A is  good,  careful  nutrition  and  gamma  globulin  to  be 
given  to  expose  family  members. 

Hepatitis  B has  now  been  divided  into  acute  and 
chronic  disease.  The  chronic  disease  can  be  active- 
chronic  hepatitis  or  can  be  present  in  an  integrated 
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TABLE  1 

Liver  Diseases  of  Pregnancy 


Hyper  Emesis 
Gravidarum 


Benign  (recurrent) 
Intrahepatic 
Cholestasis 


Pre-eclampsia 


SCOT  3 X t 
BILI  3.5 
I 


SCOT  5 X 
BILI  < 5.0 
II 


LDH  t 
SCOT  5 X 
(uncon)  BILI  10 
III 


FLP 

Hepatitis 

Hepatic 

Hemorrhage 

SGOT  10  X 

SGOT  10  X 

i PCV 

Bill  ~ 10.0 

BILI  3.5 

III 

All  Trimesters 

form  where  small  pieces  of  genetic  material  are  in- 
corporated into  the  liver  cell.  Hepatitis  B can  be  spread 
only  through  blood  contamination,  semen,  saliva,  or 
vaginal  secretions.  Hepatitis  B is  a DNA  virus.  The 
viral  coat  is  produced  in  the  cytoplasm  of  the  liver 
cell.  The  virus  is  usually  spread  to  the  fetus  at  the  time 
of  delivery.  There  have  been  cases  of  viral  spread  in 
utero  prior  to  delivery  documented.  There  is  an  in- 
creased incidence  of  prematurity  with  hepatitis  B.  In 
general,  the  mother  does  well.  Prematurity  only  occurs 
if  the  mother  is  infected  in  the  third  trimester.  It  is 
recommended  that  all  mothers  be  screened  with  hep- 
atitis B surface  antigen  with  the  hepatitis  B surface 
antigen  blood  test. 

It  is  also  recommended  that  all  mothers  with  hep- 
atitis B in  the  third  trimester  will  require  therapy  for 
their  infants.  The  infants  of  hepatitis  B mothers  should 
receive  HepatoVax  as  well  as  the  hyperimmune  glob- 
ulin at  1,  3,  and  6 months. 

Non-A,  non-B  hepatitis  is  poorly  understood  and 
studied  since  there  are  no  good  viral  markers  for  this 
disease.  Water-borne  non- A hepatitis  in  New  Deli  and 
in  Pakistan  has  been  associated  with  a 40%  incidence 
of  maternal  mortality  during  pregnancy.  This  hepatitis 
is  generally  diagnosed  by  ruling  out  CMV,  Epstein- 
Barr,  and  other  common  hepatitic  viruses.  Therapy 
with  pooled  immune  globulin  may  be  helpful  for  ex- 
posed family  members  and  the  fetus.  The  differential 
diagnosis  of  jaundice  in  pregnancy  includes:  Gilbert 
syndrome,  fatty  liver  of  pregnancy,  benign  cholestasis, 
toxemia,  intercurrent  or  unrelated  gallstone  or  liver 
disease,  hepatitis,  and  bile  duct  obstruction.  Hepatitis 
is  the  most  common  cause  of  jaunduce  and  accounts 
for  41%,  toxemia  of  pregnancy  accounts  for  21%, 
gallstone  and  bile  duct  obstruction  account  for  less 
than  5%  of  cases  with  jaundice.  Unusual  causes  of 
jaundice  in  pregnancy  include  the  HELLP  syndrome, 
hydatidiform  mole,  megaloblastic  anemia  of  preg- 


nancy, and  sepsis.^  The  concurrent  diseases  which  may 
be  exacerbated  by  pregnancy  include  hepatitis,  drug 
cholestasis,  biliary  obstruction,  sclerosing  cholangitis, 
primary  biliary  cirrhosis,  Wilson’s  disease,  hemolysis, 
congenital  hyperbilirubinemia,  and  any  other  under- 
lying liver  disease. 2 

The  most  commonly  seen  liver  test  abnormality  in 
pregnant  patients  is  benign  intrahepatic  cholestasis  of 
pregnancy.  This  disease  is  generally  felt  to  be  benign 
for  the  mother.  There  is  a genetic  predisposition  to 
this  condition  that  commonly  affects  women  from 
Chile,  Sweden,  and  the  Andes.  Benign  cholestasis  of 
pregnancy  always  develops  in  the  third  trimester  and 
is  always  associated  with  some  abnormality  of  the  liver 
tests.  Pruritus  is  the  first  symptom.  This  disease  tends 
to  be  recurrent  with  every  pregnancy  and  is  often  seen 
with  oral  contraceptives. ^ 

Patients  with  intrahepatic  cholestasis  usually  have 
elevation  of  the  SGOT  and  SGPT  in  75%  of  cases. 
The  SGOT  and  SGPT  are  generally  less  than  500.  The 
bilirubin  is  increased  in  20%.  Increased  lipids,  cho- 
lesterol, and  triglycerides  are  also  common.  The  liver 
biopsy  shows  only  centrilobular  cholestasis.  Although 
the  prognosis  for  the  mother  is  very  good,  the  prog- 
nosis for  the  infant  is  not  benign.  There  is  a 10% 
increase  in  the  incidence  of  fetal  death,  low  birth 
weight,  and  perinatal  complications.  There  is  50%  in- 
cidence of  C-Section  and  these  infants  require  very 
close  monitoring.^ 

The  most  ominous  liver  disease  of  pregnancy  is  the 
fatty  liver  disease  of  pregnancy.  This  disease  carries 
an  85%  mortality.  Recent  publications  and  case  reports 
have  indicated  the  lesser  mortality  in  the  20-30%  range. 
The  mortality  has  been  reduced  by  careful  attention  to 
bleeding  dyscrasias,  and  aggressive  treatment  of  sep- 
sis. This  disease  is  very  ominous  because  of  the  vague 
symptoms  of  anorexia,  nausea,  and  malaise.  Fatty  liver 
of  pregnancy  always  occurs  in  the  third  trimester  and 
50%  of  these  cases  are  associated  with  fetal  death.  The 
biopsy  shows  microvesicular  fat  in  the  hepatocyte. 
Fatty  liver  disease  of  pregnancy  is  not  felt  to  be  re- 
current in  future  pregnancies. 

The  laboratory  and  FLP  shows  a bilirubin  of  less 
than  10,  SGOT  in  the  500-1000  range.  Patients  often 
have  decreased  fibrinogen  and  anti  thrombin  III  levels. 
The  patients  have  positive  fibrin  split  products,  leu- 
kocytosis, thrombocytopenia,  giant  platelets,  and  no 
schistocytes.  The  patients  have  hypoglycemia  and  al- 
most always  have  an  elevated  bilirubin.  Patients  with 
fatty  liver  of  pregnancy  may  develop  DIG.  The  DIG 
may  be  persistent  due  to  depletion  of  clotting  factors, 
protein  G,  and  antiprothrombin  III.  Antiprothrombin 
III  and  protein  G are  synthesized  by  the  liver.  Protein 
G is  a potent  inhibitor  of  activated  factor  5 and  8 as 
well  as  an  activator  of  fibrinolysis.  Both  antiprothrom- 
bin III  and  protein  G are  consumed  in  the  progress  of 
intravascular  coagulation.  Patients  with  fatty  liver  of 
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pregnancy  have  no  ability  to  regenerate  antithrombin 
III.® 

The  use  of  Aminocaproic  acid  is  unwise.  These 
patients  often  require  cryoprecipitate  to  correct  the  hy- 
pofibrinogenemia  and  fresh  frozen  plasma  to  correct 
the  levels  of  antithrombin  III.  Many  dose  Heparin  can 
also  be  used  every  12  hours  to  stabilize  antithrombin 
III  levels.®  The  pathogenesis  of  fatty  liver  of  pregnancy 
is  still  unknown.  There  may  be  hormonal  factors  and 
drug  factors  which  complicate  this  issue.  Management 
of  patients  with  fatty  liver  of  pregnancy  requires  at- 
tentions to  the  complications  of  bleeding  and  sepsis. 
Patients  often  require  Vitamin  K,  fresh  frozen  plasma, 
and  platelets.  The  use  of  clotting  factor  concentrates 
should  be  avoided.  It  is  generally  recommended  that 
the  patient  have  rapid  delivery  of  the  fetus  with  induced 
delivery  or  C-Section.® 

The  other  considerations  for  evaluation  in  a patient 
with  apparent  fatty  liver  would  include  fulminant  hep- 
atitis, toxemia  of  pregnancy,  hepatic  rupture,  Budd- 
Chiari  Syndrome,  and  severe  underlying  liver  disease. 
The  second  most  common  liver  disease  of  pregnancy 
is  preeclampsia.  Preeclampsia  again  has  a subtle  onset 
with  nausea,  vomiting,  and  abdominal  pain.  Patients 
will  have  eclamptic  symptoms  of  hypertension,  edema, 
and  proteinuria.  Preeclampsia  is  often  associated  with 
Die,  tender  hepatomegaly,  hepatic  rupture,  and  coma. 
The  liver  test  abnormalities  tend  to  be  milder.  The 
SCOT  ranges  from  300  to  500.  The  bilirubin  generally 
ranges  from  2-5.  If  the  patient  does  have  right  upper 
quadrant  pain,  an  emergency  ultrasound  should  be  done 
to  rule  out  subcapsular  hematoma  and  impending  he- 
patic rupture.'^  * Eclampsia  and  preeclampsia  of  preg- 
nancy are  also  associated  with  the  HELLP  syndrome 
(Table  II).  The  HELLP  syndrome  stands  for  “Hem- 
olysis, Elevated  Liver  Tests  and  Proteinuria.”  These 
patients  will  be  found  to  have  fibrin  deposition  in  the 
sinusoids  on  liver  biopsy.  There  is  often  hemorrhagic 
necrosis  of  the  liver  with  hematomas  and  coalescence 
of  the  hematomas.  The  patients  will  be  found  to  have 
schistocytes  on  their  peripheral  smear  which  are  not 
seen  in  fatty  liver.  There  is  often  DIC,  hemolysis,  and 
elevation  of  the  LDH.  The  elevated  LDH  enzyme  is 
a hallmark  and  a key  indicator  that  the  patient  may 
have  preeclampsia  rather  than  hepatitis.''  * Recent  study 
by  Rolfes  and  Ishak  shows  a 70%  mortality  rate  in 
patients  with  liver  disease  and  a 33%  mortality  in  pa- 


TABLE  2 
HELLP  Syndrome 


A.  (H)  — hemolysis 

(EL)  — elevated  liver  enzymes  (SCOT) 

(LP)  — low  platelet  count 

B.  Seen  in  toxemia  with  hypertension,  proteinuria,  cerebral 
edema,  pulmonary  edema 

C.  Abnormal  peripheral  smear:  bun  cells  or  schistocytes 

D.  Therapy  with  antihypertensives  (Hydralazine) 

FFP 

C-Section 

Antibiotics 

Hypoglycemia 


tients  with  liver  symptoms.*  Therapy  for  the  pre- 
eclampsia includes  antihypertensives.  Hydralazine, 
fresh  frozen  plasma,  C-Section,  antibiotics,  and  treat- 
ment of  possible  hypoglycemia.''  * 

In  summary,  viral  prophylaxis  is  very  important  in 
liver  disease  and  pregnancy.  All  pregnant  females 
should  be  screened  for  hepatitis  B with  a hepatitis  B 
surface  antigen.  Hepatitis  B in  the  second  and  third 
trimester  will  show  vertical  transmission.  All  infants’ 
mothers  with  hepatitis  B in  the  third  trimester  should 
receive  both  hepatitis  immune  globulin.  The  dose  is 
0.6  mgs.  per  kg.  at  the  time  of  delivery.  The  infants 
should  also  receive  Hepatovax  at  a dose  of  10  mg.  IM 
at  1 week,  1 month,  and  6 months. 

Hepatic  dysfunction  in  pregnancy  is  important  be- 
cause it  often  reflects  advanced  life-threatening  dis- 
ease. 0 
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How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 
Of  Managii^  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 

! provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  titne  to  do 
what  you  went  to  medical  school  for. 
i 

“Medic  continues  to  be  the  best 
j system  for  our  ciients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
I medical  consulting  firm  recommends  a 

product  to  their  clients,  you  know  it's  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“it’s  heiped  our  cash  f iow 
tremendousiy.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation’s  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

'When  iightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickiy.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you’re  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


meiUc 

computer  systems 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 


Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-847-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

!~  Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 

I Name 

I 

I Address 

' City 

I 

I State Zi  p 

Phone ( ) 

I Number  ot  physicians  in  practice 

I 

I Specialty 

I Medic  Computer  Systems 

I 6601  Six  Forks  Rd.,  Suite  150 

I Raleigh,  North  Carolina  27609 


SOME  THINGS  NEVER  CHANGE... 
Your  Financial  Needs  Do 


Inflation,  new  tax  laws  and  a runaway  federal  budget  deficit  have 
created  a complicated  and  rapidly  changing  financial  environment. 
Your  old,  inflexible  financial  plan*  may  no  longer  help  you  achieve 
your  dreams. 

Your  Acacia  Group  representative  has  specialized  skills  and  a team 
of  professionals  in  investments,  risk  management  and  business  planning 
to  help  you  develop  a financial  plan  that  grows  with  you.  We  call  it 
Acacia  Financial  Concepts.  Call  us  today  and  find  out  how  it  can 
work  for  you. 


Acacia  Financial  Center 
3000  Riverchase  Galleria,  Suite  400 
Birmingham,  Alabama  35244 


(205)  985-3050 


’Financial  planning  services  offered  through  Calvert 
Securities  Corporation,  a member  of  The  Acacia  Group.® 


Creating  windows  of  opportunity  since  1869 


AM/6/87 


YES!  I would  like  more  information  about  Acacia 
Financial  Concepts. 


Name 

Address  

City  

Daytime  phone 


State 


Zip 


Acacia  Financial  Center  • 3000  Riverchase  Galleria  • Suite  400  • Birmingham,  AL  35244 


Reporting  of  Congenital 
Malformations 

on  Alabama  Birth  Certificates 

Ruth  Whisonant 
Betty  Shine 
Ray  Graham 
Dale  Quinney* 


Introduction 

On  January  8,  1986  a proposal  was  made  by  the 
Division  of  Statistical  Analysis  of  the  Bureau  of 
Vital  Statistics  to  conduct  a sample  study  of  the  com- 
parison between  the  congenital  anomalies  listed  on  the 
birth  certificate  filed  in  the  Bureau  of  Vital  Statistics 
and  the  congenital  anomalies  listed  on  the  correspond- 
ing hospital  medical  record  at  the  time  of  birth  (at- 
tachment A).  On  February  19,  1986  the  Alabama  State 
Committee  of  Public  Health  gave  approval  to  conduct 
this  study  (attachment  B).  Approval  was  also  obtained 
from  the  Alabama  Hospital  Association  on  May  29, 
1986  (attachment  C).  Letters  were  written  to  the  ad- 
ministrator of  each  hospital  to  be  visited  to  obtain 
approval  to  review  the  medical  records  of  the  infants 
named  on  the  birth  certificates  included  in  the  sample 
(sample  letter  attachment  D). 

The  stated  purpose  of  the  study  was  to  determine 
the  degree  of  completeness  of  reporting  congenital 
anomalies  on  the  birth  record.  The  theory  had  been 
made  that  all  anomalies  are  not  reported  on  the  birth 
record  and  the  study  was  designed  to  prove  or  disprove 
this  theory. 


* Division  of  Statistical  Analysis  Services,  Forest  E.  Ludden,  Ed.D.,  M.P.H,, 
State  Registrar  and  Director,  Bureau  of  Vital  Statistics,  Alabama  Department  of  Public 
Health,  State  Office  Building,  Montgomery,  Alabama  36130, 


Methodology 

From  the  1985  birth  file,  a computer  listing  was 
made  of  all  certificate  numbers  that  showed  a con- 
genital anomaly  on  the  birth  record.  These  numbers 
along  with  the  infant’s  name,  mother’s  name,  race, 
sex,  hospital  of  birth,  county  of  birth,  county  of  res- 
idence, attendant  and  International  Classification  of 
Diseases,  adapted  for  use  in  the  United  States  (ICDA) 
code  for  the  anomaly  (or  anomalies)  was  entered  into 
a personal  computer  file.  These  were  printed  out  on 
individual  forms  to  be  used  by  the  field  teams  to  take 
to  the  hospital  of  birth  to  see  if  all  the  anomalies  listed 
on  the  hospital  record  had  been  transcribed  on  to  the 
birth  certificate. 

A random  sample  of  all  birth  certificates  not  listing 
congenital  anomalies  was  obtained  from  the  computer. 
Information  from  these  records  was  also  entered  into 
the  computer  file  and  printed  out  on  individual  forms 
to  be  used  by  the  field  teams  to  check  the  hospital 
record  of  the  infant  to  see  if  any  congenital  anomalies 
had  been  omitted  from  the  birth  certificate. 

All  records  to  be  checked  from  both  sources  were 
filed  in  a county  folder  by  hospital  of  occurrence.  All 
hospitals  agreed  to  participate  in  the  study  with  the 
exception  of  three  hospitals  which  required  that  we 
furnish  a legal  opinion  as  to  the  right  of  the  Alabama 
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Department  of  Public  Health  to  review  their  records 
(attachment  E).  Two  other  hospitals  were  reluctant  to 
allow  the  reviewing  of  their  records  but  did  so  after 
assurance  was  given  that  confidentiality  would  be 
maintained.  The  field  teams  began  reviewing  hospital 
records  on  July  14,  1986  in  Montgomery  County.  All 
information  concerning  congenital  anomalies  con- 
tained in  the  hospital  record  was  copied  to  the  indi- 
vidual infant’s  questionnaire  used  by  the  field  team. 
The  forms  were  then  brought  back  to  the  Bureau  of 
Vital  Statistics  and  a trained,  experienced  coder  re- 
viewed and  coded  each  anomaly  using  the  accepted 
ICDA.  The  computer  files  were  then  updated  to  in- 
clude these  codes. 

Field  visits  were  delayed  during  the  fall  of  1986  due 
to  the  remodeling  and  physical  moving  of  the  offices 
of  the  Bureau  of  Vital  Statistics.  During  the  course  of 
this  survey,  it  was  found  that  three  records  from  the 
group  that  had  congenital  anomalies  listed  on  the  birth 
certificate  would  have  to  be  eliminated  from  the  study. 
One  birth  had  occurred  in  the  Fairview  Medical  Center 
in  Montgomery  which  had  ceased  to  function  during 
the  year  and  the  record  could  not  be  found.  The  second 
birth  had  occurred  at  home  and  the  family  could  not 
be  visited  to  obtain  information.  The  third  birth  oc- 
curred in  a hospital  that  could  not  locate  the  record 
after  two  visits  and  due  to  limited  time  and  expense 
the  record  was  deleted  from  the  study. 


Discussion 

There  were  58,628  births  occurring  in  Alabama  dur- 
ing 1985.  Of  that  number  439  or  0.7  percent  were 
recorded  with  one  or  more  congenital  anomalies  listed 
on  the  birth  certificate.  Since  three  of  these  records 
were  eliminated  from  the  study,  the  remainder  of  436 
birth  certificates  were  compared  to  the  respective  hos- 
pital record  of  the  hospital  in  which  the  birth  occurred. 
There  was  a total  of  503  congenital  anomalies  listed 
on  the  436  birth  certificates.  By  comparison,  after 
checking  the  hospital  records  for  the  436  infants  it  was 
determined  that  an  additional  169  congenital  anomaly 
codes  should  have  been  listed  on  the  birth  records 
making  a total  of  672  congenital  anomalies  for  these 
infants.  This  means  that  25. 1 percent  of  the  congenital 
anomalies  occurring  to  these  436  infants  were  omitted 
from  their  birth  certificates.  The  congenital  anomalies 
most  often  omitted  from  these  certificates  were  ICDA 
code  number  744.2  or  Other  Specified  Anomalies  of 
the  Ear  and  ICDA  code  754.7  or  Other  Deformaties 
of  Feet,  Including  Asymmetric  Clubfoot  NOS,  Con- 
genital Deformity  of  Foot  NOS,  etc.  Others  omitted 
more  than  eight  times  included  ICDA  code  746.9  or 
Unspecified  Anomalies  of  Heart  and  757.3  or  Other 
Specified  Anomalies  of  Skin  Including  Accessory  Skin 
Tags,  Birthmarks,  etc. 

There  were  12  ICDA  codes  for  congenital  anomalies 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


HeRpecin-L® 


“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You'll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

T^,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessivepaperwork,  andthe 
overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  toyour  local  Army 
Medical  Department  Counselorfor 
moreinformation. 

ARMY  MEDICINE. 

BE  AUYOU  CAN  BE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect;  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


Reporting  of  Congenital  Malformations 

continued  from  page  38 

listed  on  the  birth  certificates  that  were  changed  when 
it  was  discovered  that  the  hospital  record  had  a dif- 
ferent terminology  for  the  anomaly  than  the  termiology 
used  on  the  birth  certificate  and  the  different  wording 
of  the  hospital  record  helped  to  clarify  the  coding  proc- 
ess. 

There  were  554  random  sample  records  of  birth 
certificates  that  did  not  list  any  anomalies  on  the  birth 
record.  These  certificates  were  also  checked  against 
the  corresponding  hospital  records.  It  was  found  that 
51  of  these  birth  certificates  should  have  had  59  con- 
genital anomalies  listed.  This  means  that  9.2  percent 
of  the  554  sample  birth  records  should  have  listed  a 
malformation.  The  most  frequent  congenital  anomaly 
omitted  from  these  records  was  ICDA  code  757.3  or 
Other  Specified  Anomalies  of  Skin.  This  included 
birthmarks,  accessory  skin  tags,  congenital  scar,  con- 
genital ectodermal,  etc.  The  second  most  frequent 
omission  from  these  records  was  ICDA  code  754.3  or 
Congenital  Dislocation  of  Hip.  The  third  most  frequent 
omission  was  ICDA  code  752.5  or  Undescended  Testi- 
cle. 

Combining  the  two  groups  there  was  990  records  in 
the  sample,  fhe  birth  certificates  listed  a total  of  503 
congenital  anomalies.  The  corresponding  hospital  rec- 
ords showed  a total  of  731  congenital  anomalies  for 
these  same  infants.  This  confirms  our  theory  that  all 
anomalies  are  not  reported  on  the  birth  certificates.  In 
this  sample  only  68.8  percent  of  the  recorded  anom- 


alies were  reported  on  the  birth  certificates.  The  most 
serious,  obvious  anomalies  were  reported  more  fre- 
quently than  the  less  obscure  ones.  Anencephalus,  spina 
bifida,  hydrocephalus  and  anomalies  of  the  limbs  were 
reported  at  least  80  percent  of  the  time  while  anomalies 
of  the  eye,  ear,  face,  neck,  skin,  hair,  nails,  etc.  were 
reported  on  the  birth  certificate  less  than  50  percent 
of  the  time. 

Conclusion 

In  general  the  hospital  medical  record  personnel  were 
very  helpful  and  cooperative.  This  was  especially  true 
in  the  larger  hospitals.  Some  of  the  smaller  hospitals 
were  more  reluctant  to  allow  us  to  review  the  hospital 
record  and  seemed  more  concerned  about  the  legality 
of  the  review  and  the  possibility  of  lawsuits. 

Each  hospital  had  a different  kind  of  form  upon 
which  the  anomalies  of  the  infants  were  recorded.  Many 
were  difficult  to  read  as  they  were  recorded  in  the 
handwriting  of  the  attendant.  These  terms  were  later 
transcribed  to  a birth  record  and  many  of  the  congenital 
anomaly  terms  were  omitted  or  misinterpreted.  One 
theory  is  that  many  hospital  record  personnel  have 
possible  misunderstandings  as  to  what  constitutes  a 
congenital  anomaly. 

Another  possible  reason  for  the  omission  of  many 
congenital  anomalies  from  the  birth  record  is  the  lack 
of  recording  space  on  the  present  birth  certificate  when 
an  infant  is  the  victim  of  more  than  one  anomaly.  The 
newly  proposed  Alabama  birth  record,  following  the 
guidelines  of  the  United  States  standard  certificate, 
will  have  a check-off  section  to  indicate  as  many  as 


TABLE  I 


Comparison  of  the  Birth  Certificate  and  Hospital  Record  for  Completeness  of  Reporting  Specific  Malformations 

Alabama,  1985 


Anomaly 

ICDA 

Code 

Hospital 

Record 

Birth 

Certificate 

Percent  Reported  on 
Birth  Certificate 

Anencephalus 

740 

10 

8 

80.0 

Spina  Bifida 

741 

33 

28 

84.8 

Nervous  System 

742 

46 

36 

78.3 

Eye 

743 

26 

9 

34.6 

Ear,  Face  and  Neck 

744 

18 

7 

38.9 

Heart 

746 

23 

12 

52.2 

Circulatory  System 

747 

11 

7 

63.6 

Respiratory  System 

748 

10 

7 

70.0 

Cleft  Palate  and  Cleft  Lip 

749 

53 

44 

83.0 

Upper  Alimentary  Tract 

750 

19 

13 

68.4 

Digestive  System 

751 

21 

13 

61.9 

Genital 

752 

71 

49 

69.0 

Urinary  System 

753 

13 

12 

92.3 

Musculoskeletal  Deformities 

754 

84 

50 

59.5 

Limb 

755 

134 

119 

88.8 

Other  Musculoskeletal  Anomalies 

756 

34 

15 

44.1 

Skin,  Hair  and  Nails 

757 

60 

27 

45.0 

Chromosomal  Abnormalities 

758 

29 

20 

69.0 

Other  and  Unspecified  Congenital  Anomalies 

759 

36 

27 

75.0 

TOTAL 

731 

503 

68.8 
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22  congenital  anomalies  for  each  child.  This  will  help 
to  give  a clearer  picture  of  the  congenital  anomalies 
that  occur  to  the  infants  of  Alabama.  Hopefully,  this 
new  birth  certificate  will  go  into  effect  in  1988. 

In  addition  to  the  new  proposed  birth  certificate 
which  will  hopefully  improve  the  reporting  of  con- 
genital anomalies  on  the  birth  record,  an  education 
program  among  hospital  medical  records  personnel 
concerning  the  kinds  of  malformations  would  be  de- 
sired. While  the  attendant  (physician)  usually  lists  all 
anomalies  on  the  medical  chart,  in  the  transferring  of 
these  terms  to  the  birth  certificate  some  are  omitted. 
This  may  be  due  to  lack  of  knowledge  of  which  term 
is  a codable  congenital  anomaly. 

As  stated  in  the  original  proposal,  our  objective  was 
to  determine  whether  all  anomalies  on  the  hospital 
medical  record  chart  had  been  recorded  on  the  birth 
certificate.  We  have  determined  that  they  were  not  so 
recorded.  As  also  stated  in  the  proposal,  information 
gathered  on  the  field  trips  can  be  used  late  in  other 
congenital  anomaly  studies.  0 
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A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer, while  others  may_ 
protect  you  from  it. 

Foods  related  to  low-) 
ering  the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy'  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and' 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal,  bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don't  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight.  1 

Now',  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOOETY® 
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They’re  off 
to  a good 
time... 
on  your 
money 


What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  Ls  mistaken  for  weakness. 

Learn  how  I.C.  System  can  help 
keep  your  money  coming  in  on 
time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


The  System 
Works 


Tell  me  more  about  the  I.C.  System  prognuii. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 

Name  (Firm)  

Address  

City State Zip 

Signed 

Title 


Fi)rm  No. 


STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

Evaluation  of  joints  has  been  particularly  amenable  to 
study  by  MRI,  in  many  cases  obviating  the  need  for  invasive 
; procedures  such  as  arthrography  and  arthroscopy.  This 
i patient  presented  with  pain  and  evidence  of  effusion. 

^ Because  of  the  patient's  desire  to  avoid  more  painful  and 
! more  costly  procedures  a MRI  was  performed  which 
j revealed  a tear  of  the  medical  meniscus.  Excellent 
^ visualization  of  cartilage  and  tendon  elements  is  possible 
i with  MRI,  not  only  in  the  knee  but  in  virtually  any  Joint. 

^ Highlands  Diagnostic  Center  offers  you  the 
I finest  technical  and  professional  support. 

1 Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
[ diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 

■ the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading 
technology  but  for  prompt,  expert  assistance  in  your  selection  of  the 

i optimal  patient  studies— so  important  in  today's  cost-conscious 

■ medical  environment. 

' To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
‘ resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
I the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
[ Siemann's  Mammomat-B. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Coronal,  or  "Ap  section”,  of  the  knee 
revealing  femoral  condyles,  intercondylar 
notch  and  tibial  plateau.  Note  the  horizontal 
"white"  line  through  the  medical  meniscus 
representing  a tear.  The  lateral  meniscus  is 
normal. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/IMuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


ighlandsr^ 

iagnostic 


Z173  Highland  Avenue  ^ ' 
Birmingham.  AL  35205  205/933-TECH 


\bu  don’t  have  to  mo\x"  mountains  to 
make  a difference  on  this  earth,  (^r  he  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  th(‘  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  he  leaving  a loving  and 


lasting  impression  on  life. 

\bu  see,  cancer  is  heatable.  Idle  sur\  i\  al 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States.  | 

dbu’ll  he  gi\  ing  a gift  I AAAERIOXN 
of  life  to  the  future.  And  ^C/XNCER 
gix'ing  life  is  the  greatest  % SOCIETY® 
way  of  leax’ing  your  mark  on  it. 


hir  TiKin-  inform. itKin,  rail  \iiur  I(H,iI  ,\C  S I mt  or  \\  rito  to  tlic  Ami-ru.m  C'.nuor  Sonct\.  4 West  4'>lli  Strict,  Now  'tork.  N't  1(1(1(11. 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


mm  UNOt-UAILY  h 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 


'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA, 


The  one  you  know  best 
keeps  looking  better  ^ 


Please  see  next  page  lor  briel  summary  ol  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 

INDERAL’  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg  120  mg  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonselective  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  lor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-lile  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose 
ol  INDERAL  Tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  ot  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ot  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emer'_)encies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
lonu-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  ot  exertional  or  other  stress-induced 
angina  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  IS  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  ol  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  af  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considereri  at  risk  ot  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospastn  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIL  DISEASES  SHOULD  IN  GENf.RAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  ol  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension  marked  bradycardia  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Elhanol  slows  the  rate  of  absorption  of  propranolol 
Phenyloin.  phenobarbilone.  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg.'kg  day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INtOERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  (Taution  should  be  exercised 
when  INDERALfpropranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  hot  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  infensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  tor  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensonum,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Flematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunclivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  lor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfacfory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ol  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
+The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


REFERENCES: 

1 . INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M Lang  R,  Jutrin  I The  relative  antihypertensive  potency  ol  propranolol,  oxprenolol. 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  19fc.  145  1321-1323 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan,  Alabama 36302. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practiee  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  Alabama  35403,  or  tele- 
phone Frank  Cochran,  collect  at  758-7545  for  more  information. 


PEDIATRICIAN  — S.E.  lakeside  community  of  35K  supported 
by  70 -t-  bed  hospital  losing  current  pediatrician.  Associate  with 
OB/GYN.  Many  referring  physicians  to  feed  new  practice.  Best 
schools  in  state.  Two  hours  from  Gulf  coast.  Superb  housing. 
Competitive  compensation/benefits  package.  Coverage  available. 
Contact  Amy,  TYLER  & CO.,  9040  Roswell  Rd.,  Atlanta,  GA 
30350.  Call  (404)  641-6411. 


MEDSTAFF  is  a multi-specialty  locum  tenens  and  permanent 
placement  service.  The  most  respected  physician  staffing  group  in 
the  Southeast  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
Medstaff,  P.O.  Box  15538,  Durham  NC  27704. 


GENERAL  SURGEON  — Southeast  lakeside  community  of  35K 
supported  by  70-1-  bed  hospital.  Assume  established  surgeon’s 
ready-made  practice  and/or  multi-specialty  partnership  option.  Best 
schools  in  state.  2 hours  from  Gulf  coast.  Superb  housing.  Ex- 
perience a plus.  Competitive  compensation/benefits  package.  Con- 
tact Amy,  TYLER  & CO.,  9040  Roswell  Rd,  Atlanta,  GA  30350. 
Call  404-641-6411. 


PT..ORIDA:  Full  time  and  part  time  opportunities  for  primary  care 
physicians  with  Emergency  Department  experience.  With  17  client 
hospitals,  we  offer  choice  of  location,  lifestyle,  and  patient  vol- 
ume. Competitive  compensation  with  complete  professional  lia- 
bility insurance  procured  on  your  behalf.  Contact:  Beth  Barlowe, 
Coastal  Emergency  Services,  Inc.,  (800)  328-1038  in  US  or  (800) 
432-3093  in  FL;  2200  W.  Commercial  Blvd.  Ste.  203,  Ft.  Lau- 
derdale, FL  33309. 


NORTH  CAROLINA:  Challenging  new  opportunities  for  Emer- 
gency Medicine  Staff  Physicians  and  Medical  Directors  in  modem 
hospitals  in  Piedmont,  North  Carolina.  Competitive  compensation 
and  professional  liability  insurance  procured  on  your  behalf.  Con- 
tact: Andy  Park,  Coastal  Emergency  Services,  Inc.,  P.O.  Box 
15325,  Durham,  NC  27704;  (919)  383-0367,  (800)  672-1665  in 
NC,  (800)  334-3306  in  US. 


EXCELLENT  TEXAS  OPPORTUNITIES,  ENT,  FAMILY 
PRACTITIONER,  GENERAL  PRACTITIONER,  GENERAL 
SURGEON,  INTERNAL  MEDICINE,  OB/GYN,  OPHTHAL- 
MOLOGIST, ORTHOPEDIC  SURGEON,  ONCOLOGIST,  PE- 
DIATRICIAN, to  practice  in  one  of  several  lake  area  communities, 
in  the  beautiful  Piney  Woods  area  of  East  Texas.  Excellent  quality 
of  life,  first  year  guarantee,  etc.  Other  Texas  opportunities  avail- 
able also.  Reply  with  C/V  to.  Medical  Support  Services,  Armando 
L.  Frezza,  8806  Balcones  Club  Drive,  Austin,  TX  78750;  512- 
331-4164. 


NEEDED  IMMEDIATELY : Family  Practitioners  for  progressive 
mral  community  in  South  Mississippi.  Guaranteed  monthly  in- 
come. Enjoy  practice  of  medicine  without  everyday  hassels  of 
running  office.  Everything  taken  care  of.  Community  located  near 
Gulf  and  close  to  shopping  malls.  Plenty  of  hunting  and  fishing 
opportunities.  For  more  information  write,  W.  Dale  Saulter,  Ad- 
ministrator, Jefferson  Davis  County  Hospital,  P.  O.  Box  1289, 
Prentiss,  MS  39474. 


FAMILY  PRACTICE:  Solo  private  practice  is  currently  available 
in  picturesque  Alabama  City  of  50,000-1-.  Strong  referral  base 
from  physicians,  patients,  and  industry.  Established  call  coverage. 
Netting  $100,000.  Practice  can  easily  be  expanded.  Price  and  terms 
negotiable.  For  more  information  contact:  John  Harrison;  RH  Med- 
ical Group;  12651  Briar  Forest;  Suite  180;  Houston,  Texas  77077; 
Telephone  (713)  496-7777. 
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Sometimes 
you  just  can*t 
operate 
alone* 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  slate  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


□ Please  send  me  Information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name . 


Street . 


City. 


. State . 


-Zip. 


County . 


AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


AMA  Auxiliary  Convention  — 1987 


In  June  I attended  the  annual  convention  of  the  AMA 
Auxiliary  in  Chicago.  Following  the  model  of  the  AMA 
our  auxiliary  reference  committees  held  hearings  on 
many  of  the  current  health  issues.  As  a result  of  these 
hearings  seven  resolutions  were  adopted  by  the  House 
of  Delegates  that  reflect  the  concern  auxilians  have  for 
health  and  safety  problems  facing  America  today. 

I would  like  to  share  with  physicians  and  their  spouses 
the  statistics,  knowledge  and  thinking  that  helped  pro- 
duce these  resolutions.  In  the  interest  of  space  and 
easier  reading  I will  omit  the  “whereas”  and  “re- 
solved” that  preface  every  sentence  and  give  you  the 
“meat  of  the  matter.”  Copies  of  the  original  resolu- 
tions can  be  obtained  through  the  AMA  Auxiliary  in 
Chicago.  Each  resolution  ends  with  the  resolve  that 
these  programs  be  undertaken  with  the  approval  of  and 
in  cooperation  with  the  corresponding  state  and  county 
medical  societies/associations.  Please  keep  that  in  mind 
as  you  read  the  synopsis  of  the  following  resolutions. 

Education  on  the  Hazards  of  All-Terrain  Vehicles 
(ATVs).  ATV  accidents  have  claimed  644  people  and 
seriously  injured  approximately  275,000  people.  Nearly 


half  of  the  casualties  involved  children  under  16  years 
of  age.  The  design  of  ATVs  makes  them  unstable  as 
was  pointed  out  in  reports  from  the  Consumer  Product 
Safety  Commission,  the  American  Academy  of  Pe- 
diatrics and  the  U.S.  Congress.  Auxiliaries  are  asked 
to  participate  in  education  programs  concerning  the 
hazards  of  ATV  use  by  children  and  the  lack  of  safety 
factors  in  ATVS. 

Support  for  Smoke-Free  Health  Care  Facilities.  It 
is  the  goal  of  the  AMA  and  the  auxiliary  to  attain  a 
smoke-free  society  by  the  year  2000.  Health  care  fa- 
cilities and  physicians  should  be  the  role  model  in  the 
eyes  of  the  nation  in  the  elimination  of  smoking. 
Therefore  auxiliaries  should  support  programs  that 
eliminate  smoking  on  the  premises  of  hospitals  and 
other  health  care  facilities. 

Participation  in  the  AMA  Adolescent  Health  Initi- 
ative. The  AMA  Auxiliary  will  be  represented  on  the 
AMA’s  National  Steering  Committee  on  Adolescent 
Health  and  will  support  the  AMA’s  goals  to  reduce 
morbidity  and  mortality  in  this  population  group  and 
to  help  adolescents  grow  into  healthy  adults.  State  and 
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county  auxiliaries  are  encouraged  to  implement  pro- 
grams that  focus  on  targeted  concerns  of  adolescents 
of  substance  abuse,  sexuality  and  pregnancy,  victim- 
ization, psychological  disorders  and  suicide,  violence/ 
trauma,  and  the  development  of  healthy  lifestyles. 

Education  on  the  Importance  of  Child  Water  Safety. 
Drowning  is  one  of  the  major  causes  of  death  for 
children  under  five  years  of  age.  Near-drowning  or 
submersion  accidents  can  cause  children  to  suffer  per- 
manent mental  or  physical  impairment.  Auxiliaries 
should  try  to  participate  in  educational  programs  for 
parents  and  children  that  will  prevent  children  from 
drowning  and  that  will  increase  water  safety  con- 
sciousness. 

Education  for  the  Prevention  of  Elder  Abuse . Elder 
abuse  has  been  estimated  to  occur  in  approximately 
10%  of  Americans  over  the  age  of  65  in  the  areas  of 
physical  abuse,  neglect,  psychological  abuse  and  fi- 
nancial abuse.  In  most  cases  the  abuser  is  the  family 
member  caretaker.  Coping  with  this  dependency  re- 
lationship can  cause  the  stress  that  results  in  abuse. 
Auxiliaries  are  asked  to  establish  and/or  support  ex- 
isting service  and  educational  programs  that  encourage 
the  prevention  of  elder  abuse. 

Continuation  of  Seatbelt  Education  and  Support  of 
Mandatory  Legislation.  Mandatory  seatbelt  laws  have 
been  effective  in  passing  seatbelt  laws  in  24 
states. Seatbelt  laws  are  believed  to  be  an  effective 
means  for  saving  lives,  preventing  injuries,  and  re- 
lieving the  tremendous  economic  burden  that  auto- 
mobile crashes  impose.  Auxiliaries  are  encouraged  to 
continue  to  support  seatbelt  legislation,  educate  the 
public  about  seatbelt  effectiveness,  and  publicize  sta- 
tistics to  demonstrate  how  lives  can  be  saved  and  in- 
juries reduced  by  seatbelt  usage. 

Promotion  of  AIDS  Education  for  Youth.  There  is 
national  concern  regarding  the  epidemic  level  of  Ac- 


quired Immune  Deficiency  Syndrome  (AIDS)  to  all 
age  groups.  Though  AIDS  is  preventable  through  ed- 
ucation and  changes  in  personal  behavior  studies  dem- 
onstrate that  the  knowledge  base  of  adolescents  in  re- 
gard to  AIDS  is  limited  and  inconsistent,  indicating 
the  need  for  health  education.  The  AM  A Auxiliary 
encourages  its  state  and  county  auxiliaries  to  recognize 
the  need  for  and  promote  the  implementation  of  human 
sexuality  programs  following  the  current  policies  es- 
tablished by  the  AM  A.  These  programs  must  be  un- 
dertaken with  the  approval  of  and  in  cooperation  with 
the  corresponding  state  and  county  medical  societies/ 
associations. 

It  was  both  exciting  and  rewarding  to  represent  Al- 
abama in  the  House  of  Delegates  at  the  AMA  Auxiliary 
Convention.  New  officers  were  installed,  the  budget 
adopted  and  motions  to  change  organizational  structure 
were  presented.  The  thing  I enjoyed  most  was  being 
a part  of  a large  group  of  people  from  all  parts  of  the 
U.S.,  discussing  mutual  ideas  and  plans  and  realizing 
we  were  bound  together  with  the  unifying  thread  of 
supporting  better  health  for  all  Americans.  North, 
South,  East  or  West  — our  auxiliary  goals  are  the 
same.  0 
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total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 
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• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 
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See  the  difference 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline J 
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Malpractice: 

Dcn’t  Ce  A Taraet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Imaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner— the  most  advanced  MRI  unit  on  the  market— has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-51 00 

for  MRI  information  or  appointments. 

• C.T.  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RADIOLOGY 

The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/ Referrals  250-6830 
1 -SOO-pyp-BASI  Toll  Free 
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When  autumn  strips  away  foliage,  nature  lovers  can  see  some  of 
the  profusion  of  mathematical  forms  in  underlying  structures.  The 
double-helix  formation  of  DNA,  for  example,  has  countless  other 
examples  in  the  plant  and  animal  world.  The  past  summer  you  may 
have  contemplated  the  logarithmic  spiral  of  some  sea  shells,  another 
mathematical  form  that  abounds.  Less  well  known  (perhaps  because 
the  objects  are  so  commonplace)  are  the  Fibonacci  sequences  of 
such  plants  as  pineapples,  certain  cacti.  Queen  Anne’s  lace,  daisies 
and  others,  including  the  pine  cone  seen  in  head-on  view  (1)  on  the 
cover.  Named  for  the  most  famous  mathematician  of  the  Middle 
Ages,  the  Fibonacci  sequence  is  the  mathematical  progression  re- 
sulting from  each  term  being  the  sum  of  the  two  terms  immediately 
preceding,  thus:  1,  1,  2,  3,  5,  8,  13,  21,  34,  55,  89  and  so  on. 
Some  of  the  forms  in  nature  may  make  only  selective  use  of  Fi- 
bonacci numbers,  — say  21  and  55  — while  others  may  employ  a 
lengthy  sequence,  as  in  the  opposing  spirals  of  the  pine  cone  and 
sunflower.  The  pine  cone  structure  is  more  apparent  in  its  schematic 
(2)  on  the  cover.  The  sunflower’s  schematic  is  seen  in  (3).  Why? 
The  economy  of  nature  seeks  efficient  structure.  From  Andreas 
Feininger’s  Nature  and  Art,  Dover  Publications,  New  York;  Copy- 
right 1983,  Feininger. 
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THE  ST.VINCEIirS 
CANCER  CENTER  BRINGS 


Often 

the  thought 

o(h„  n,  SOMETHING  POWERFUL  TO 

CANCER  TREATMENT: 


cancer  can 
be  more  devastat- 
ing  than  the  disease 
itself.  But  the  fact  is,  more  than  half  Et 

of  all  cancer  patients  are  cured. 

That’s  why  the  St.  Vincent’s  Cancer 
Center  not  only  offers  the  highest  level  of 
cancer  treatment  available,  it  also  offers  the 
positive  and  supportive  atmosphere  that 
means  as  much  care  for  the  patient  as  for 
the  disease. 


provided 
at  the  Cancel 
Center. 
And  St. 

Vincent’s  encoui 
ages  all  family 

members  to  be  a part  of  the  entirt 
treatment  program. 

The  St.  Vincent’s  Cancer  Center  is  i 
fully  accredited,  fulhservice  program  tha 
provides  treatment  and  care  for  patients 
and  for  their  families. 


So  even  though  you  or  a loved  om 
may  have  cancer,  you  also  have  a way  t( 
At  St.  Vincent’s,  the  newest  tech-  deal  with  it.  And  now 
nology  will  never  take  the  place  of  the  more  than  ever,  you  42  StVuiCOllt^ 
oldest  truth;  caring  goes  a long  way  toward  have  the  one  thing  hiospitdl 


curing.  that  means  everything: 

Inpatient  and  outpatient  services  are  hope  for  the  future. 


270]  Ninth  Court  S'uth 
ICrmintihum  AL  35705 


For  more  intormanon,  call  a St.  Vincent’s  nurse  at  'H^-7818  or  1-800-131-6777 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 
medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 
2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 


♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanSOmg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 


♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tabFets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bItartrate  S mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


The  original  hydrocodone  analgesic. 


Specify  "Dispense  as  written  " for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  nioderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 


hydrocodone  bitartrate  5 mg.  (Warning;  May  be  habit 
forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence ; VICODIN ' is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral  narcotic-containmg 
medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure;  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrcsspinal  fluid  pressure  may  be  markedly  exag 
gerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reaaions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotic  may  obscure  the  diagnosis 

or  clinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism. 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and  or  physical 
abilities  required  for  the  performance  of  potentially  ha?ardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly 
Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrcKodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 
Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System;  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incicjence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 

1 HopkinsonJHIII:  Curr  Ther  Res  2A  503-516,  1978 

2 Beaver,  WT  Arch  Intern  Med,  141:293-300, 1981 
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We  Never  Had  It  So  Good 


Nostalgia,  some  wag  said,  ain’t  what  it  used  to  be 
— a sentence  that  attacks  itself.  The  late  Jackie 
Gleason  said  it  another  way:  “The  past  remembers 
better  than  it  lived.”  In  other  words,  the  good  old  days 
weren’t  all  that  good. 

Ask  most  Americans  which  decade  was  the  best  in 
recent  American  life  and  most  of  them  say,  according 
to  pollsters,  the  1950s.  We  had  just  won  the  great  war, 
prosperity  was  pretty  general  in  the  country,  and  Amer- 
icans seemed  fairly  content  with  their  lives.  Expec- 
tations were  modest. 

Many  people  today  believe  that  they  were  better  off 
then  than  now.  Although  they  made  few  dollars,  the 
dollars  they  did  have  went  so  much  further. 

True,  but  not  that  much  further.  Fortune  magazine 
recently  did  an  in-depth  statistical  analysis  of  Amer- 
ican life  separated  by  three  decades,  1956-86. 

Pollster  Lou  Harris  has  found  that  fewer  Americans 
were  satisfied  with  their  lives  in  1986  than  in  1956. 
Fortune  wanted  to  know  why. 

First,  it  was  necessary  to  roll  out  the  numbers  and 
do  some  sophisticated  adjusting  for  inflation.  Having 
established  dollars  of  equal  purchasing  power  for  the 


two  polar  years.  Fortune  found  that  most  Americans 
are  better  off  financially  today,  by  a long  chalk,  than 
they  were  in  1956. 

The  young,  the  old,  the  middle  class,  even  the  less 
advantaged,  and  indeed  the  rich  too  — ALL  have  made 
substantial  gains  despite  inflation,  oil  crises,  and  all 
the  other  tribulations  of  the  intervening  years. 

Then  why  do  people  believe  they  are  not  as  well 
off  today  as  in  the  1950s?  Fortune  concluded:  “We 
are  victims  of  our  expectations.”  People  have  come 
to  expect  much  more  than  they  did  then.  When  they 
don’t  get  all  they  want,  when  they  want  it,  they  feel 
rejected,  cheated  by  the  times,  a victim  of  the  economy 
or  of  somebody’s  persecution. 

Many  older  Americans  remember  how,  during  the 
50s,  an  average  family  would  often  wait  four  or  five 
years  before  they  felt  they  could  buy  a TV  set.  Today, 
young  Americans  of  the  same  age  feel  cheated  if  they 
are  constrained  to  wait  five  weeks  for  a VCR.  Which 
is  another  way  of  repeating  the  old  truism:  the  per- 
ception is  the  reality. 

Fortune  found,  after  digesting  all  the  numbers,  this 
plain  truth: 
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“Prices  [since  the  50s]  have  nearly  quadrupled, 
and  taxes  have  been  taking  a bigger  bite  since  the 
50s,  but  the  average  American  commands  twice  as 
much  buying  power  today  as  in  1952.  And  per  capita 
income  after  taxes  has  been  rising  in  recent  years 
— a third  since  1970,  and  by  a tenth  just  since  1980. 
The  rate  of  growth  since  1970  is  only  about  half  the 
60s  pace,  but  it  matches  that  of  the  50s.’’ 

All  types  of  families  got  richer  in  the  30  years  under 
study.  The  typical  American  family  income  increased 
in  constant  dollars  by  about  50%  between  the  end  of 
the  50s  and  last  year.  Two-income  families  without 
children  have  even  more  disposable  income,  because 
they  have  fewer  people  to  spend  it  on.  “No  children’’ 
has  replaced  the  standard  two  or  four  for  many  young 
couples. 

Non-cash  benefits  help  older  Americans  and  lower 
income  in  ways  not  reflected  in  the  figures. 

A recent  Roper  poll  found  that  most  Americans  be- 
lieve that  it  takes  an  average  family  $20,000  to  make 
ends  meet,  $30,000  to  live  moderately  well  and  $50,000 
to  achieve  the  American  dream.  One  in  five  American 
families  has  now  achieved  the  dream  compared  to  one 
in  20  thirty  years  ago.  But  it  is  among  today’s  well- 
offs  where  discontent  is  more  often  heard  — they 
expect  even  more  and  feel  deprived  when  they  don’t 
get  it. 

At  the  other  end  of  the  spectrum,  one  in  five  Amer- 
icans was  classified  as  poor  as  the  50s  ended.  Today, 
that  number  is  one  in  ten.  They  are  even  better  off 
because  of  such  uncounted  benefit  programs  as  food 
stamps.  Additionally,  the  Michigan  Panel  found  that 
less  than  2%  of  Americans  today  could  be  described 
as  permanently  poor. 

In  health  care,  the  poorest  Americans  have  made 
the  biggest  gains,  according  to  Christopher  Jencks  of 
Northwestern.  More  than  two-thirds  of  the  poor  have 
some  kind  of  health  care  today  compared  with  only 
one-third  at  the  beginning  of  the  1960s. 

In  1986  fully  85%  of  all  Americans  have  some  kind 
of  health  coverage,  compared  with  only  70%  25  years 
ago.  Using  constant  dollars  for  1956  and  1986,  For- 
tune found  that  at  the  average  hourly  wage,  Americans 
had  to  work  twice  as  many  hours  for  a man’s  suit  in 
1956  as  in  1986;  15  minutes  of  work  to  pay  for  a 
chicken  in  1956  compared  with  six  minutes  in  1986; 
125  hours  to  buy  a kitchen  range  in  1956,  but  only  41 
hours  in  1956.  Even  haircuts  are  cheaper  now  than 
then  in  constant  dollars. 

If  Ralph  Waldo  Emerson  was  right  in  his  belief  that 
the  first  wealth  is  health.  Fortune  continued,  Ameri- 
cans are  getting  even  richer.  We  can  expect  to  live 
five  years  longer  than  in  1960,  fewer  adults  die  of 
heart  attacks,  and  even  racial  differentials  in  life  ex- 
pectancies are  narrowing.  The  average  white  life  ex- 
pectancy today  is  six  years  longer  than  that  of  blacks. 


but  the  gap  was  eight  years  in  1960.  Fortune  concluded 
that,  in  health  care,  Americans  “are  richer  now  than 
ever  before.’’ 

Automobiles  have  shot  up  in  price,  but  it  takes  the 
average  family  23  weeks  of  income  to  buy  a median 
car  now,  compared  with  26  weeks  in  1960.  And  it  is 
hardly  the  same  car.  The  Ford,  Plymouth  or  Chevy  at 
the  end  of  the  50s  had  no  power  steering,  no  air  con- 
ditioning, no  tape  deck,  few  safety  features,  and  burned 
a lot  more  gas.  Handling  and  braking  were  atrocious 
by  today’s  standards,  yet  people  can  still  be  heard  to 
say  the  old  cars  were  better.  They  weren’t.  Not  by  any 
measure. 

The  50s  were  called  the  great  age  of  the  automobile 
but  the  two-car  family  was  a relative  rarity  then.  To- 
day, two-  and  three-car  families  make  up  more  than 
half  the  total  of  driving  Americans.  Back  then  it  was 
routine  for  a couple  to  wait  until  their  middle  or  late 
30s  before  they  could  afford  their  first  new  car.  To- 
day’s youngster  might  wait  to  21 , but  not  much  beyond 
that. 

A few  things  are  less  affordable.  Many  new  houses, 
for  example,  cost  more,  in  constant  dollars,  than  in 
the  mid-50s.  But  comparisons  are  less  than  precise 
because  many  young  couples  today  demand  a more 
luxurious  first  house  than  the  parents  ever  dreamed  of 
having. 

A visit  to  the  doctor’s  office  is  somewhat  more 
expensive,  in  constant  dollars,  than  in  1956.  But,  like 
new  cars  and  new  houses,  today’s  medicine  is  infi- 
nitely more  sophisticated  than  in  1956,  backed  by  ex- 
pensive training  and  technology  scarcely  imagined  than 
30  years  ago. 

If  there  is  a point  to  all  this,  it  seems  to  me  it  is 
this;  the  doctor’s  image,  which  most  observers  agree 
is  less  bright  than  it  was  in  the  1950s,  seems  to  be 
another  victim  of  extravagant  expectations.  Americans 
have  had  it  pretty  easy  for  a long  time,  in  an  age  when 
miracles  have  lost  their  novelty  because  they  come  so 
often. 

The  same  is  true  of  medicine.  So  many  more  Amer- 
icans survive  disease  and  injury  that  would  have  killed 
them  30  years  ago,  the  public  expects  miracles  100% 
of  the  time. 

Additionally,  spoiled  by  decades  of  payment  by 
government  and  other  third-parties,  people  feel  med- 
ical care  costs  too  much  if  it  costs  anything  at  all. 

Superb  health  care,  in  short,  is  taken  for  granted, 
so  is  third-party  coverage.  Out  of  pocket  payment  for 
health  care,  common  in  the  1950s,  is  a rarity  for  many 
people  today.  And,  like  the  yuppies  who  can’t  have 
every  new  material  possession  in  a week,  people  feel 
that  somehow  health  care  is  a rip-off. 

Quoting  Fortune  again:  “We  are  the  victims  of  our 
own  expectations.’’ 

Most  Americans  living  today  have  never  known  real 
want.  And  the  generation  before  them  which  did  re- 
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member  the  great  depression,  is  vanishing  as  a re- 
minder of  how  it  was.  The  public  as  now  constituted, 
having  never  experienced  true  deprivation  of  anything, 
believes  the  comparative  life  of  ease  they  enjoy  is  a 
given,  a starting  point  only.  “I  want  it  all”  has  become 
the  anthem  of  a generation. 

And  when  life  says  to  such  people  that  the  piper 
must  be  paid,  they  are  resentful,  longing  for  the  good 
old  days  that  never  were. 

Somewhere  in  this  general  vicinity  I believe  is  the 
core  problem  of  the  physician  image:  People  expect 
the  moon  on  a free  ticket  and  are  bitter  when  they 
can’t  have  it.  0 
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Will  The  Real  Blue  Cross/ 
Blue  Shield  Please  Stand  Up? 


My  memory  of  Blue  Cross/Blue  Shield  goes  back 
to  the  mid-1940s,  shortly  after  World  War  II, 
when  my  father  was  deeply  involved  with  the  Medical 
Association.  In  fact,  I believe  it  was  during  the  time 
my  father  served  his  term  as  President  of  the  Asso- 
ciation that  Blue  Cross/Blue  Shield  first  came  into 
being. 

Blue  Cross  was  first  enacted  by  a group  from  the 
Hospital  Association  and  the  Medical  Association.  Its 
primary  aim  at  that  time,  as  I understood  it,  was  to 
insure  that  patients  would  be  able  to  pay  their  hospital 
bills  and  that  the  hospital  would  be  paid  in  some  fash- 
ion. 

Blue  Shield  followed  a short  time  later  and  MASA 
was  instrumental  in  forming  the  first  Blue  Shield  plan 
in  Alabama. 

Both  of  these  coverages.  Blue  Cross/Blue  Shield, 
were  primarily  indemnity-type  plans.  They  were  not 
fashioned,  nor  were  they  intended  to  be  fashioned,  in 
a manner  to  provide  first  and  last  dollar  coverage. 

Needless  to  say,  I grew  up  with  warm  feelings  to- 
ward Blue  Cross/Blue  Shield,  primarily  because  my 
father  had  warm  feelings  toward  them.  He  was  very 
proud  of  the  part  the  Medical  Association  had  played 
in  starting  Blue  Cross/Blue  Shield  in  Alabama. 


My  next  contact  with  Blue  Cross/Blue  Shield  came 
about  the  time  I finished  my  residency.  I was  insured 
by  them,  they  helped  pay  for  the  delivery  of  my  second 
child.  The  hospital  bills  by  today’s  standards,  were 
very  meager.  However,  they  were  there  to  help  me 
out. 

By  1958,  when  I returned  to  Huntsville,  a fair  num-  ‘ 
ber  of  people  were  insured  by  Blue  Cross/Blue  Shield. 
My  father  was  very  proud  of  the  fact  that  our  office 
group  was  covered  by  one  of  the  first  contracts  issued 
by  Blue  Cross/Blue  Shield.  These  policies  continued 
to  be  of  the  indemnity  type,  paying  a few  dollars  for 
each  day  in  the  hospital,  only  a small  part  of  an  ap-  i 
pendectomy  or  tonsillectomy  and  an  equally  small  part 
of  the  hospital  stay.  Again,  Blue  Cross/Blue  Shield 
were  still  known  as  the  doctors’  and  hospitals’  pre- 
ferred type  of  coverage.  Most  of  us  in  those  days, 
when  asked  what  type  of  policy  we  would  recommend, 
would  recommend  Blue  Cross/Blue  Shield.  Aetna, 
Prudential  and  other  insurance  companies  were  just 
coming  into  the  forefront. 

During  this  time,  as  everyone  will  remember,  a large 
part  of  the  Board  of  Blue  Cross/Blue  Shield  were  hos- 
pital administrators  and  physicians.  By  their  original 

continued  on  page  13 
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ment. 
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charter,  it  was  required  that  a number  of  doctors  and 
administrators  were  in  this  capacity.  Blue  Cross/Blue 
Shield  felt  obligated  to  the  Hospital  Association  and 
the  Medical  Association.  I remember  from  my  early 
involvement  with  the  Academy  of  Family  Physicians, 
at  one  of  our  annual  meetings.  Blue  Cross/Blue  Shield 
was  very  much  in  evidence  because  physicians  were 
angry  with  the  Blues  over  some  of  their  policies. 

They  were  there,  very  apologetic,  trying  to  make 
friends  with  all  the  doctors.  During  those  days,  I never 
went  to  a large  medical  meeting  when  some  members 
of  Blue  Cross/Blue  Shield’s  executive  branch  were  not 
there.  Bill  Miller,  then  president  of  Blue  Cross/Blue 
Shield,  was  always  very  much  in  evidence  at  the  an- 
nual meetings  of  the  Medical  Association. 

During  the  1960s  Medicare  and  Medicaid  came  on 
the  scene  and  Blue  Cross/Blue  Shield  came  to  be  the 
fiscal  intermediary  for  first  Medicare  and  later,  Med- 
icaid. It  is  my  impression  then  and  still  is  that  it  was 
in  this  period  when  the  doctors  began  to  lose  favor 
i with  Blue  Cross/Blue  Shield. 

I feel  that  this  was  due  in  large  part  to  the  fact  that 
I they  were  administrators  for  these  two  federally  funded 
I programs.  They  received  a lot  of  the  blame  that  was 
! not  rightly  theirs,  but  belonged  in  Washington.  Never- 
I theless,  many  people  in  both  the  Hospital  Association 
I and  the  Medical  Association  began  to  have  their  warm 
i feelings  replaced  by  mixed  feelings  or  bad  feelings 
i toward  Blue  Cross/Blue  Shield. 

In  the  1970s  when  I came  on  the  Board  of  Censors, 

! the  Board  was  still  appointing  members  to  the  Blues 
Board.  One  of  my  hopes  when  I became  a Censor  was 
that  I would  be  one  of  the  appointees.  Sure  enough, 
I was  either  the  last  or  one  of  the  last  appointees  to 
Blue  Cross/Blue  Shield.  I served  in  that  capacity  for 
several  years  and  resigned  at  the  time  I became  chair- 
man of  the  Board  of  Censors. 

The  Board  meetings  of  Blue  Cross/Blue  Shield  were 
not  enlightening  to  me.  My  memory  is  that  they  were 
relatively  sterile  and  often  highlighted  by  a long  and 
intricate  financial  report.  My  main  impression  of  Blue 
Cross/Blue  Shield  from  these  meetings,  needless  to 
say,  was  that  here  was  a large  organization  that  con- 
trolled a lot  of  money  and  insured  a lot  of  people. 

I did  get  to  know  many  of  the  executives  and  I still 
have  friendly  feelings  toward  all  of  them.  Bill  Miller, 
Bill  Mandy,  Gene  Thrasher  and  Charlie  Hartselle  I 
still  count  as  close  friends  and  respect  them  to  the 
! utmost.  The  most  lasting  impression  from  my  time 
with  the  Blue  Cross/Blue  Shield  came  with  the  claims 
review  committee,  made  up  of  physicians  on  the  board. 

I It  met  prior  to  the  board  meetings.  This  was  quite  an 
enlightening  experience  and  something  that  could  well 
serve  many  members  of  the  Medical  Association. 

1 think  it  was  through  this  committee  that  I came  to 


appreciate  why  there  was  other  than  good  feeling  to- 
ward physicians.  Of  course  we  got  the  exceptions  rather 
than  the  rules  as  far  as  claims  were  concerned.  Two 
or  three  hours  in  the  claims  review  meetings  and  one 
could  come  away  with  the  distinct  impression  that 
doctors  were  a selfish,  money-hungry  bunch. 

This  brings  us  down  to  the  1980s.  The  Medical 
Association  and  Blue  Cross/Blue  Shield  seemed  to 
have  grown  further  and  further  apart.  Individual  phy- 
sicians, more  and  more,  seemed  to  find  themselves  in 
an  adversarial  position  with  Blue  Cross/Blue  Shield. 

Today  we  find  they  are  making  more  demands  on 
our  time  and  energy  to  help  them  be  more  competitive 
in  the  market.  Certainly  Blue  Cross/Blue  Shield  is  the 
most  powerful,  largest  health  insurer  in  the  state  of 
Alabama  at  the  present.  There  is  no  doubt  Blue  Cross/ 
Blue  Shield  has  gotten  everyone’s  attention  with  the 
PMD  program.  There  are  some  good  aspects  and  bad 
aspects  to  this  program.  The  one  thing  that  can  be  said 
about  the  PMD  program  for  certain  is  that  it  is  a master 
job  of  salesmanship. 

I think  Blue  Cross/Blue  Shield  should  be  proud  and 
physicians  should  take  note  of  just  exactly  how  this 
was  done.  First  they  sold  the  physicians.  They  came 
to  primary  care  physicians,  such  as  myself,  offering 
a fee  schedule  that  was  above  and  beyond  what  we 
had  been  used  to.  This  was  particularly  true  for  in- 
ternists, pediatricians,  etc. 

They  were  able  to  sell  this  to  a large  number  of 
physicians  with  the  promise  that  if  you  signed  up  early 
you  would  be  one  of  the  few  doctors  that  patients 
would  be  going  to.  They  were  not  going  to  sign  up 
other  physicians  later,  and  you  would  be  among  the 
select  few. 

Of  course  we  all  know  how  long  it  took  them  to 
break  that  promise.  After  the  physicians  were  signed 
up,  it  was  then  a simple  matter  to  sell  to  big  industrial 
entities  and  the  public.  It  was  sold  on  the  basis  that 
the  majority  of  the  doctors  in  the  state  belong  to  the 
PMD  program. 

Now  they  had  the  physicians.  Next  they  had  the 
population.  It  is  my  understanding  that  they  cover  some 
2 million  people  in  Alabama,  with  promises  to  cover 
more. 

Now  the  real  Blue  Cross  comes  to  the  fore.  They 
began  to  tighten  down  the  program  in  all  aspects,  par- 
ticularly as  far  as  the  doctors  and  hospitals  are  con- 
cerned. They  changed  the  contracts  to  suit  themselves. 
Of  course  this  goes  under  the  guise  that  it  is  all  ap- 
proved by  their  Advisory  Committee. 

This  leaves  some  doubt  in  all  our  minds  about  how 
much  of  these  recommendations  really  come  from  that 
Advisory  Committee. 

More  and  more  we  begin  to  see  the  screws  tighten 
down  in  the  PMD  program  as  Blue  Cross/Blue  Shield 
seeks  to  become  more  competitive  and  to  cover  a larger 
number  of  people  throughout  the  state.  The  unfortunate 


October  1987  / 13 


Specify  Adjunctive 


part  of  all  this  is  that  Blue  Cross/Blue  Shield  seems 
to  have  become  the  advocate  of  the  big  customer.  It 
is  certainly  no  longer  the  advocate  of  the  hospital  and 
the  physicians.  We  begin  to  see  statements  by  exec- 
utives of  Blue  Cross/Blue  Shield  to  the  effect  that  the 
doctors  and  hospitals  are  to  blame  for  the  high  cost  of 
medical  care.  Certainly  Blue  Cross/Blue  Shield  does 
not  seem  to  be  the  patients’  advocate  as  they  seem  to 
limit  both  the  amount  and  the  quality  of  medical  care 
to  the  contract  holders  unless  it  is  financially  reward- 
ing. 

Where  does  that  leave  us  — with  Blue  Cross/Blue 
Shield  striving  to  come  out  with  new  programs,  such 
as  HMOs,  to  give  them  a better  share  of  the  market, 
not  only  in  the  field  of  health  insurance  but  also  in 
life  insurance,  etc.? 

It  leaves  us  tired,  frustrated,  and  upset.  We  are 
trying  to  have  meaningful  dialogues  with  a company 
that  no  longer  chooses  to  hear.  This  same  company 
that  we  helped  to  form  and  nurtured  for  so  many,  many 
years,  now  seems  to  be  our  adversary.  B 


Physicians 


mienREORDBi? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguard*  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 


834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 


<§>  Wilmer  Service  Line  1964 


* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 


14  / Alabama  Medicine,  The  Journal  of  MASA 


o =S|£  2 


J i 


^ 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benim  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium*  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  tne  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  premancy  when  instituting  therapy. 

Advise  patients  to  mscuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  proteaive 
measures  necessary.  Variable  effeas  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazej^xide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEC  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protraaed  therapy.  Adverse 
effeas  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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When  brain  and  bowel  conflict 


Uistiiiie 

lor  file  Peacemaker: 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action  — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 


LIBEIVX 

Each  capsule  contains  .S  mg  chIordia7.cpoxide  HCI 
and  2.5  mg  clidinium  bromide 


Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
^Pyright  ' 1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page. 


Tuberculous  Pericarditis, 
A Unique  Experience 

LeRoy  F.  Harris,  M.D.* 


Abstract 

Recent  reviews  of  extrapulmonary  tuber- 
culosis report  a small  number  and  percentage 
of  cases  of  tuberculous  pericarditis  but  at 
Huntsville  Hospital  pericardial  disease  was  our 
second  commonest  form  of  extrapulmonary  in- 
fection. The  pericardium  may  become  infected 
by  contiguous  spread  from  a primary  tuber- 
culous pneumonia,  hematogenous  seeding  as  a 
consequence  of  miliary  tuberculosis  and  direct 
extension  from  mediastinal  lymph  nodes.  Per- 
icardial tuberculosis  occurs  predominately  in 
males  30  to  60  years  of  age.  Often  there  is  an 
insidious  onset  of  fever,  cough,  dyspnea  and 
chest  pain  in  association  with  cardiomegaly, 
pericardial  rub  and  features  of  pericardial 
tamponade.  Deflnitive  diagnosis  usually  re- 
quires isolation  of  Mycobacterium  tuberculosis 
from  pericardial  fluid  or  tissue.  Treatment  with 
antibiotic  regimens  appropriate  for  pulmonary 
tuberculosis,  including  short-course  chemo- 
therapy, is  effective.  The  role  of  surgical  in- 
tervention and  adjunctive  corticosteroid 
administration  is  controversial.  The  prognosis 
has  improved  since  introduction  of  antituber- 
culosis chemotherapy  and  is  benefitted  by  early 
institution  of  treatment. 


‘Clinical  Associate  Professor  of  Medicine,  School  of  Primary  Medical  Care,  Uni- 
versity of  Alabama  in  Huntsville,  410  Lowell,  Huntsville,  Alabama  35801. 


Recent  reviews  of  extrapulmonary  tuberculosis  have 
disclosed  a small  number  of  cases  of  tuberculous 
pericarditis''^  and  the  most  recent  series  dealing  ex- 
clusively with  patients  with  tuberculosis  of  the  peri- 
cardium was  published  in  1980.^  At  Huntsville  Hos- 
pital we  have  been  impressed  with  the  relatively 
frequent  occurrence  of  pericardial  tuberculosis  in  re- 
cent years  and  present  our  unique  experience  to  reac- 
quaint Alabama  physicians  with  this  infection. 

Patients  and  Methods 

We  reviewed  the  records  of  all  patients  with  extra- 
pulmonary tuberculosis  discharged  from  Huntsville 
Hospital,  Huntsville,  Alabama,  for  the  six  year  period, 
1981-1986.  Extrapulmonary  tuberculosis  was  diag- 
nosed on  the  basis  of  isolation  of  Mycobacterium  tu- 
berculosis from  an  extrapulmonary  site.  The  diagnosis 
of  miliary  tuberculosis  required  culture  of  M.  tuber- 
culosis from  pulmonary  secretions  and  a military  pat- 
tern on  chest  roentgenogram.  The  charts  of  all  patients 
with  tuberculous  pericarditis  were  examined  in  greater 
detail. 

Results 

Table  1 lists  30  cases  of  extrapulmonary  tubercu- 
losis. The  most  common  location  was  bone  and  joint 
closely  followed  by  pericardium  and  lymph  node.  Three 
cases  each  involved  the  pleura  and  genitourinary  tract 
and  three  cases  of  miliary  tuberculosis  were  encoun- 
tered. There  were  two  cases  of  central  nervous  system 
tuberculosis  and  a single  case  of  tuberculosis  of  the 

peritoneum.  , 

continued  on  page  21 
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Depressed  and  anxious, 
she's  sittina  out  life 
instead  of  living  it 


FOR  FAST  RELIEF  OF  MODERATE  DEPRESSION  AND  ANXIETY 


See  the  difference  in  the  first  week^ 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 


LimbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


PROTECT  YOUR  DECISION.  WRITE"DO  NOT  SUBSTITUTE!' 

Please  see  summary  at  praducf  information  on  adjacent  page. 
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FROM  LOOKING...TO  LIVING... 

to  smiling  again! 


The  rewards  of  Limbitrol 

in  moderate  depression  and  anxiety: 

■ Rapid  results— 62%  of  total  four-week 
improvement  within  a week  versus 
44%  with  amitriptyline^ 

■ Earlier  relief  of  associated  somatic 
complaints^ 

■ Fewer  dropouts  due  to  side  effects— 
only  Vs  the  rate  of  those  patients 
taking  amitriptyline,  although  the 
incidence  of  side  effects  is  comparable^ 

■ Fast  improvement  with  less 
amitriptyline— Vs  to  % the  dose  of 
patients  taking  amitriptyline  alone^ 


Caution  patients  about  the  combined  effects  of  Limbitrol  with 
alcohol  or  other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  operating  machinery  or 
driving  a car.  In  general,  limit  dosage  to  thelowest  effective 
amount  in  elderly  patients. 


SEE  THE  DIFFERENCE  IN  THE  FIRST  WEEK’ 


LimbitroT 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

LimbitroT  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


PROTECT  YOUR  DECISION.  WRITE  "DO  NOT  SUBSTITUTE." 
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Hoffmann-Lo  Roche  Inc  , Nutley,  NJ  3.  Dixon  R,  Cohen  J:  J Oin  Psychopharmacol3  107-109,  Apr  1983 


Limbitrol’ 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderofe  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  ontidepressonts  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  doys  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitont  use, 
then  initiate  coutiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocordiol  infarction 

Warnings:  Use  with  great  core  m patients  with  history  of  urinary  retention  or  angle-closure  gloucomo. 
Severe  constipotion  may  occur  in  potients  taking  tricyclic  antidepressants  and  anlicholinergic-type  drugs 
Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction 
time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  potients  about  possible  combined  effects  with 
alcohol  ond  other  CNS  depressants  ond  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
coution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increose  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  hove  been  reported  (nouseo, 
headache  and  malaise  for  amitriptyline,  symptoms  (including  convulsions)  similor  to  those  of  barbiturate 
withdrawal  for  chlordiazepoxide). 

Precautions:  Use  with  caution  m patients  with  a history  of  seizures,  m hyperthyroid  potients  or  those  on 
thyroid  medicotion,  and  in  potients  with  impaired  renal  or  hepatic  function  Becouse  of  the  possibility  of 
suicide  in  depressed  potients,  do  not  permit  eosy  access  to  large  quantities  in  these  patients  Periodic  liver 
function  tests  and  blood  counts  ore  recommended  during  prolonged  treatment  Amitriptyline  component 
may  block  action  of  guonethidine  or  similar  antihypertensives  When  tricyclic  ontidepressonts  ore  used 
concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  hove  been  reported  involving 
deloyed  eliminotion  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs  Concomitant  use  of 
Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluoted,  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery  Limit  concomitont  administration  of  ECT  to  essential  treatment  See 
Wornings  for  precautions  obout  pregnoncy  Limbitrol  should  not  be  taken  during  the  nursing  period  Not 
recommended  in  children  under  12.  In  the  elderly  ond  debilitated,  limit  to  smallest  effective  dosoge  to 
preclude  ataxia,  oversedation,  confusion  or  onticholinergic  effects 


Adverse  Reactions:  Most  frequently  reported  ore  those  ossocioted  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  onorexio,  fotigue,  weokness,  restlessness  and  lethargy  hove  been  reported  as  side 
effects  of  both  Limbitrol  ond  omitnptyline.  Gronulocytopenio,  |oundice  and  hepatic  dysfunction  hove  been 
observed  rarely 

The  following  list  includes  adverse  reoctions  not  reported  with  Limbitrol  but  requiring  considerotion 
becouse  they  have  been  reported  with  one  or  both  components  or  closely  reloted  drugs 
Cordiovosculor  Hypotension,  hypertension,  tachycardia,  palpitations,  myocordiol  infarction,  arrhythmios, 
heart  block,  stroke 

Psychiotric  Euphoric,  opprehension,  poor  concentrotion,  delusions,  hallucinations,  hypomonio  and 
increased  or  decreased  libido 

Neurologic  Incoordinotion,  ataxio,  numbness,  tingling  ond  poresthesias  of  the  extremities,  extrapyramidal 
symptoms,  syncope,  changes  in  EEG  potterns. 

Anticholinergic  Disturbance  of  accommodation,  parolytic  ileus,  urinary  retention,  dilatotion  of  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  face  ond  tongue,  pruritus 
Hemofologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  purpura,  thrombocy- 
topenia 

Gostrointestinol  Nausea,  epigastric  distress,  vomiting,  onorexio,  stomotitis,  peculiar  toste,  diarrheo. 
block  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  m the  male,  breast  enlorgement,  goloctorrheo  ond  minor 
menstrual  irregulorities  in  the  femole,  elevotion  and  lowering  of  blood  sugar  levels,  and  syndrome  of 
inoppropnate  AOH  (ontidiuretic  hormone)  secretion 

Other  Heodoche,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  laundice, 
alopecia,  porotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  on  overdose  Treatment  is 
symptomatic  and  supportive  I.V  odminisfrotion  of  1 to  3 mg  physostigmine  solicylote  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning.  See  complete  product  informotion  for  monifestation 
and  treotment 

Dosage:  Individuolize  according  to  symptom  seventy  ond  patient  response  Reduce  to  smollest  effective 
dosage  when  satisfoctory  response  is  obtained  Larger  portion  of  doily  dose  may  be  token  at  bedtime 
Single  h s dose  may  suffice  for  some  patients  Lower  dosages  ore  recommended  for  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  m divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  toblets  doily  os  required  Limbitrol  Tablets,  mittol  dosage 
of  three  or  four  tablets  doily  in  divided  doses,  for  patients  who  do  not  tolerote  higher  doses 
How  Supplied:  Double  strength  (DS)  Toblets.  white,  film-cooted,  eoch  contoming  10  mg  chlordioze- 
poxide  and  25  mg  omitnptyline  (os  the  hydrochloride  salt),  and  hblets.  blue,  film-coated,  eoch  contoming 
5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (os  the  hydrochloride  solt).  Availoble  m bottles  of  1 00 
and  500,  Tel-E-Dose*  pockoges  of  100,  Prescription  Paks  of  50 
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Tuberculous  Pericarditis 

continued  from  page  16 

Table  1 

Extrapulmonary  Tuberculosis 


Bone  and  joint  — 7 
Pericardium  — 6 
Lymph  node  — 5 
Pleura  — 3 

Genitourinary  tract  — 3 
Miliary  — 3 

Central  nervous  system  — 2 
Peritoneum  — 1 
Total  — 30 


Table  2 describes  the  clinical  features  of  six  cases 
of  tuberculous  pericarditis.  The  average  age  of  the 
patients  was  68  years  with  a range  of  51  to  81  years. 
Four  patients  were  male  and  two  were  female.  Only 
two  patients  possessed  underlying  illnesses  which  were 
breast  cancer  and  alcoholism.  Dyspnea  was  the  most 
frequent  complaint  followed  by  fever  and  cough  and 
less  commonly  weakness,  chest  pain  and  weight  loss. 
The  duration  of  complaints  extended  from  one  week 
to  four  months  and  averaged  three  weeks.  The  max- 
imum temperature  during  the  first  24  hours  of  hospi- 
talization ranged  from  98.2  to  101.2°F  and  averaged 
99.9°F.  The  treatment  rendered  to  four  patients  in- 
cluded pericardiectomy  combined  with  administration 
of  isoniazid  (INH),  rifampin  and  ethambutol.  One  pa- 
tient underwent  pericardial  biopsy  in  addition  to  receipt 
of  the  same  three  drugs  and  pericardiocentesis  was 
performed  in  one  patient  accompanied  by  INH,  etham- 
butol and  streptomycin  administration.  All  patients 
survived  hospitalization  for  a zero  per  cent  mortality 
rate. 

Table  3 highlights  the  diagnostic  studies  performed 
in  six  patients  with  tuberculosis  of  the  pericardium. 
The  leukocyte  count  on  admission  to  the  hospital  ex- 
tended from  4600  to  9600  per  cu  mm  and  averaged 
6950  per  cu  mm.  The  chest  roentgenogram  on  admis- 
sion to  the  hospital  disclosed  cardiomegaly  in  three 
patients,  pleural  effusions  in  four  patients  and  atelec- 
tasis in  one  patient  and  was  normal  in  one  patient.  The 
results  of  the  PPD  intermediate  strength  skin  test  were 
positive  in  four  patients  and  negative  in  two  patients. 
Histologic  examination  of  the  pericardium  demon- 
strated granulomas  in  four  patients  and  acid  fast  bacilli 
in  three  patients  and  by  definition  M.  tuberculosis  was 
isolated  from  all  five  specimens.  Acid  fast  bacilli  were 
not  visualized  microscopically  and  again  by  definition 
M.  tuberculosis  was  cultured  from  pericardial  fluid  in 
the  single  patient  subjected  to  pericardiocentesis. 

Discussion 

Although  there  has  been  a reduction  in  the  number 
of  new  cases  of  pulmonary  tuberculosis  during  the  past 


20  years,  the  number  of  newly  reported  cases  of  ex- 
trapulmonary tuberculosis  has  remained  constant  at 
approximately  4000  per  year  with  a resulting  increased 
percentage  of  cases  of  extrapulmonary  tuberculosis. 
Proposed  explanations  for  the  continuing  prevalence 
of  extrapulmonary  tuberculosis  include  increased  rec- 
ognition and  reporting  of  extrapulmonary  cases,  er- 
roneous diagnosis  of  extrapulmonary  tuberculosis  and 
increased  frequency  of  extrapulmonary  disease.' 

Two  recent  reviews  of  extrapulmonary  tuberculosis 
reported  a low  incidence  of  zero  to  five  per  cent  of 
cases  of  pericardial  infection.  In  contrast,  our  expe- 
rience demonstrates  that  tuberculous  pericarditis  is  the 
second  most  common  location  of  extrapulmonary  dis- 
ease with  a 20  percent  incidence  and  an  average  of 
one  case  per  year. 

The  pathogenesis  of  pericardial  tuberculosis  in- 
volves three  possible  mechanisms.  The  pericardium 
may  be  infected  by  contiguous  spread  from  a primary 
tuberculous  pneumonia  which  usually  occurs  in  chil- 
dren. There  also  may  be  progressive  multiplication  of 
organisms  at  foci  of  metastatic  localization  as  a con- 
sequence of  miliary  tuberculosis.  This  situation  is  found 
in  young  children  and  immunosuppressed  or  debili- 
tated hosts  and  the  pericardial  disease  usually  is  over- 
shadowed by  involvement  of  other  organs.  Most  fre- 
quently tuberculous  pericarditis  results  from  breakdown 
of  latent  infection  in  mediastinal  lymph  nodes  with 
extension  directly  into  the  pericardium.  Less  often  ex- 
tension arises  from  reactivation  of  pleural  or  rib  dis- 
ease. In  this  situation  pericardial  infection  is  the  only 
clinically  apparent  manifestation. 

The  clinical  manifestations  of  pericardial  tubercu- 
losis are  varied  and  are  related  to  the  extent  of  peri- 
cardial involvement  as  well  as  concomitant  extraper- 
icardial  disease.  The  majority  of  patients  are  between 
30  and  60  years  of  age  with  males  comprising  over 
75  per  cent  of  cases.  The  onset  usually  is  insidious 
over  weeks  to  months  but  may  be  acute  and  fulminant 
in  up  to  25  per  cent  of  cases.  The  most  common  symp- 
toms are  cough,  dyspnea,  chest  pain,  night  sweats, 
orthopnea,  weight  loss  and  ankle  edema.  Frequent 
clinical  findings  include  fever,  tachycardia,  cardio- 
megaly, pericardial  rub  and  features  of  pericardial  tam- 
ponade such  as  paradoxical  pulse,  neck  vein  disten- 
tion, hepatomegaly,  pleural  effusion  and  edema. ^ In 
our  series  the  patients  were  elderly  and  two-thirds  were 
male.  The  onset  was  subacute  to  chronic  and  common 
clinical  features  consisted  of  fever,  cough,  dyspnea 
and  chest  pain. 

Although  the  anatomic  diagnosis  of  pericarditis  with 
effusion,  tamponade  or  constriction  can  be  verified 
readily  by  physical  examination,  echocardiography  and 
hemodynamic  monitoring,  establishing  the  etiology  as 
tuberculous  in  origin  often  is  problematical.  Routine 
laboratory  studies  are  not  helpfuF  as  evidenced  by  a 
normal  leukocyte  count  in  our  patients.  The  chest 
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Table  2 

Tuberculous  Pericarditis  — Clinical  Features 


Patient 

No. 

Age 

(years) 

Sex 

Underlying 

Illness 

Chief  Complaint  — 
Duration 

Temperature* 

CF) 

Treatment 

Outcome 

1 

81 

M 

None 

Fever,  weakness, 
cough  — 4 months 

101.2 

Pericardiectomy 

INH  -t- , rifampin, 
ethambutol 

Live 

2 

70 

F 

Breast 

Cancer 

Fever,  cough, 
dyspnea  — 2 weeks 

100.2 

Pericardiectomy 
INH,  rifampin 
ethambutol 

Live 

3 

51 

M 

None 

Chest  pain,  weight 
loss  — 1 month 

99.4 

Pericardiectomy 
INH,  rifampin, 
ethambutol 

Live 

4 

75 

M 

None 

Fever,  cough, 
dyspnea  — 3 weeks 

100.2 

Pericardial  biopsy 
INH,  rifampin, 
ethambutol 

Live 

5 

63 

F 

None 

Dyspnea,  chest  pain 
— 4 months 

98.2 

Pericardiectomy 
INH,  rifampin 
ethambutol 

Live 

6 

65 

M 

Alcoholism 

Weakness,  dyspnea 
— 1 week 

100.4 

Pericardiocentesis 
INH,  ethambutol, 
streptomycin 

Live 

* Maximum  temperature  during  flrst  24  h of  hospitalization, 
t Isoniazid 


X-ray  is  abnormal  in  over  50  per  cent  of  patients  and 
the  tuberculin  skin  test  is  reactive  in  nearly  90  per  cent 
of  cases.'  In  our  patients  pleural  effusion  and  cardio- 
megaly  represented  the  commonest  chest  roentgeno- 
gram findings  while  the  skin  test  was  positive  in  two- 
thirds  of  patients. 

Although  some  authorities  accept  the  diagnosis  of 
tuberculous  pericarditis  in  patients  with  a compatible 
history,  pericardial  effusion  and  positive  skin  test*  or 
in  patients  with  a pericardial  effusion  and  an  associated 
tuberculous  focus  of  infection,^  definitive  diagnosis 
usually  requires  isolation  of  M.  tuberculosis  from  per- 
icardial fluid  or  tissue.  Pericardial  fluid  obtained  by 
pericardiocentesis  is  exudative  and  acid  fast  organisms 
rarely  are  detected  by  smear  but  M.  tuberculosis  is 
grown  in  up  to  40  per  cent  of  cases. ^ Because  of  its 
inherent  risks  and  limited  diagnostic  usefulness,  per- 
icardiocentesis infrequently  is  performed  today.  In- 
stead, open  pericardial  biopsy  utilizing  a subxiphoid 
approach  has  emerged  as  the  diagnostic  procedure  of 
choice.^  In  our  cases  acid  fast  organisms  were  not 
visualized  on  smear  from  pericardial  fluid  but  along 
with  granulomas  were  seen  in  60  per  cent  of  pericardial 
biopsies.  By  definition  all  cultures  yielded  M.  tuber- 
culosis. 

The  treatment  of  pericardial  tuberculosis  involves 
three  issues  of  which  two  are  controversial.  There  is 
uniform  agreement  that  antibiotic  therapy  is  the  same 
for  pericarditis  as  for  pulmonary  tuberculosis®  and  re- 
cent evidence  suggests  that  short-course  chemotherapy 


is  as  effective  for  extrapulmonary  (including  pericar- 
dial) tuberculosis  as  it  is  for  pulmonary  infection.''  For 
newly  diagnosed  and  drug-susceptible  disease  the  fol- 
lowing regimen  is  advocated:  isoniazid,  300  mg,  and 
rifampin,  600  mg,  daily  for  one  month  following  by 
isoniazid,  900  mg  and  rifampin,  600  mg,  twice  weekly 
for  another  eight  months.  For  suspected  drug-resistant 
cases,  treatment  is  started  with  streptomycin,  0.5  to 
1 g five  days  a week  and  isoniazid,  300  mg,  rifampin, 
600  mg,  and  pyrazinamide,  25  to  30  mg  per  kg  body 
weight,  daily  for  two  months  followed  by  strepto- 
mycin, 1 g,  pyrazinamide,  45  to  50  mg  per  kg  body 
weight,  and  depending  on  drug  susceptibility  tests 
isoniazid,  900  mg,  or  rifampin,  600  mg,  twice  weekly 
for  an  additional  seven  months.^ 

Lack  of  consensus  surrounds  the  role  of  surgical 
intervention  and  the  administration  of  adjunctive  cor- 
ticosteroids. Most  authorities  advocate  pericardiec- 
tomy  when  the  diagnosis  is  uncertain  and  for  persistent 
cardiomegaly,  progressive  congestive  heart  failure  and 
rising  venous  pressure  with  a reduction  in  heart  size.® 
In  addition,  some  groups  recommend  surgery  follow- 
ing institution  of  chemotherapy  for  all  reasonable  risk 
patients  because  of  reduced  morbidity  and  mortality 
with  pericardiectomy  versus  medical  therapy  alone.®'  * 
Surgery  should  be  prompt  to  prevent  constriction  and 
because  it  is  technically  easier  to  perform  before  fi- 
brosis supervenes.® 

Treatment  with  corticosteroids  is  postulated  to  di- 
minish cardiovascular  complications  of  acute  pericar- 
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Table  3 

Tuberculous  Pericarditis  — Diagnostic  Studies 


WBC* 
(cellsl 
cu  mm) 

PPD 

Intermediate 

Strength 

Pericardium 

Case 

No. 

Chest  X-ray  t 

Granulomast 

AFB 

Smear§ 

CultureW 

1 

5700 

Cardiotnegaly, 

L pleural 
effusion 

Negative 

Yes 

Yes 

Yes 

2 

7700 

Bilateral  pleural 
effusions 

Positive 

Yes 

No 

Yes 

3 

8500 

Bilateral  pleural 
effusions 

Positive 

Yes 

Yes 

Yes 

4 

9600 

Cardiomegaly, 
atelectasis  L 
base 

Positive 

No 

No 

Yes 

5 

4600 

Normal 

Positive 

Yes 

Yes 

Pericardial  Fluid 

Yes 

6 

5600 

Cardiomegaly, 

R pleural 
effusion 

Negative 

— 

No 

Yes 

* Leukocyte  count  on  admission  to  hospital 
t Chest  x-ray  on  admission  to  hospital 

t Granulomas  visualized  by  histologic  examination  of  pericardium. 

§ Acid  fast  bacilli  visualized  by  histologic  examination  of  pericardium  or  pericardial  fluid 
II  Mycobacterium  tuberculosis  recovered  from  culture  of  pericardium  or  pericardial  fluid 


dial  infection  and  prevent  constriction  by  suppressing 
inflammation  and  enhancing  reabsorption  of  the  ef- 
fusion. One  series  documented  less  mortality  and  re- 
quirement for  pericardiectomy  in  patients  treated  with 
antituberculous  chemotherapy  and  corticosteroids  as 
compared  to  patients  administered  chemotherapy  alone. 
The  regimen  of  corticosteroids  utilized  was  predni- 
sone, 80  mg,  daily  tapered  over  a six  to  eight  week 
period.^  Corticosteroids  should  be  used  only  when  the 
etiologic  diagnosis  is  secure  and  surgery  is  not  per- 
formed.^ In  our  experience  pericardiectomy  was  un- 
dertaken in  four  patients  and  corticosteroids  were  not 
used. 

The  prognosis  of  tuberculosis  of  the  pericardium 
was  poor  prior  to  the  introduction  of  antituberculous 
chemotherapy  with  a mortality  rate  approaching  90  per 
cent.^  More  recent  data  disclosed  an  over-all  fatality 
rate  of  31  per  cent  which  decreased  to  14  per  cent  with 
adequate  treatment.^  The  prognosis  is  benefitted  by 
early  institution  of  appropriate  chemotherapy. In  our 
series  there  were  no  fatalities.  0 
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PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 
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1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endomelrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  independent 

01  the  other  known  risk  laclors  lor  endometrial  cancer  These  studies  are  further  supported  by  the  linding 
that  incidence  rales  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  diltereni  areas  ol  the 
United  Stales  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 limes  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  Irealmenl  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  lor  the  Irealmenl  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  irealmenl 
IS  medically  indicated,  the  patient  should  be  reassessed  on  al  least  a semi-annual  basis  to  determine  the 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administralion  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therelore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  al  present 
that  natural  " estrogens  are  more  or  less  hazardous  than  "synthetic " estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  the  ollspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylslilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ot  developing,  in  later  lile,  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduclion  delects  One  case-controlled  study 
estimated  a 4 7-told  increased  risk  ol  limb-reduction  delects  in  inlants  exposed  in  utero  lo  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  treatment  tor  threatened 
abortion)  Some  ot  these  exposures  were  very  short  and  involved  only  a lew  days  ol  Irealmenl  The  data 
suggest  that  the  risk  ol  limb-reduclion  delects  in  exposed  leluses  is  somewhat  less  than  1 per  1,000  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  lo  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  inellective  lor  these  indications,  and  there  is  no 
evidence  Irom  well-controlled  studies  that  progeslogens  are  elleclive  lor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  lo  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  Irom  pregnant  mares" 
urine  It  contains  estrone,  equilin,  and  17u-dihydroequilin,  together  with  smaller  amounts  ol  17a-estradiol 
equilenin,  and  17a-dihydroequilenin  as  salts  ol  their  sullale  esters  Tablets  are  available  in  0 3 mg,  0 625  mg.  0 9 
mg,  1 25  mg,  and  2 5 mg  slrenglhs  ol  coniugaled  estrogens  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugaled  estrogens  tablets.  USP)  Moderale-lo-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  elleclive  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  lo  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Alrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugaled  estrogens)  Vaginal  Cream  is  indicated  in  the  trealmenl  ol  alrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  elleclive  dose  appropiiale  lor  the  specilic  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  lot  7 or  more  days  ol  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ol  the 
endometrium  and  lo  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  tram  endometrial 
carcinoma  has  not  been  clearly  established  There  ate  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  ot  progestin  and 
dosage  may  be  imporlanl.  product  labeling  should  be  reviewed  lo  minimize  possible  adverse  ellects 
CONTRAINDICAITONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  the  lollowing  conditions 
1 Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  Irealmenl  ol  breast  or  proslalic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  lo  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a receni  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  ol  surgically  conliimed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  ellects  ol  oral  contraceptives  may  be  expected  al  the  larger  doses  ol  estrogen  used  lo  treat  proslalic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  lor  proslalic  cancer  and  women  lor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  inlarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  It  feasible,  estrogen  should  be  discontinued  al  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  palienis  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugaled 
estrogens  per  day),  comparable  lo  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  lo 
increase  the  risk  ol  nonlalal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  the  ihromboembolic  and  thrombotic  adverse  ellects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  eslrogen-conlaining  oral  conlraceplives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  melastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  perlormed  Conditions  inlluenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dyslunclion,  require  careful  observation  Certain  patients  may 
develop  manileslations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
maslodynia.  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  lo  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carelully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  It  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insulliciency,  metabolic  bone  diseases  associated  with  hypercalcemia 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  It  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  ellects  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sullobromophthalein  retention 

b Increased  prothrombin  and  laclors  VII,  VIII,  IX.  and  X,  decreased  anlilhrombm  3 increased  norepmephnne- 
induced  platelet  aggregabilily 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T,  by  column,  or  T<  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  rellecting  the 
elevated  TBG,  tree  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  melyrapone  lest 
g Reduced  serum  lolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  ol  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  frequency  ol  carcinomas  ol  the  breast,  cervix  vagina,  and  liver  However,  in  a receni  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  coniugaled  estrogens 
ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy  including  oral  con- 
traceplives.  breakthrough  bleeding,  spotting,  change  in  menstrual  How,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  after  treatment,  increase  in  size  ot  uterine  tibromyomala.  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cyslitis-like  syndrome,  tenderness,  enlargement 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  laundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  mullilorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair,  hirsutism,  steepening  ol  corneal  curvature,  intolerance  lo  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  tor  short-term  use  only  For  treatment  ol  moderate-to-severe  vasomotor  symptoms  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  coniiol  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  al  three-  lo  six-month  intervals 

2 Given  cycticatty  Osteoporosis  Female  castration  Osleoporosis —0  625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  olt)  Female  castration— 1 25  mg  daily  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  the  patient  For  maintenance  adjust  dosage  to  lowest  level  that  will  provide 
elteclive  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream 
Given  cyctically  tor  short-term  use  only  For  trealmenl  ot  alrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil) 

Attempts  lo  discontinue  or  taper  medication  should  be  made  at  three- 10  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily  intravaginally,  depending  on  the  seventy  ot  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ol  persislenl  or  recurring 
abnormal  vaginal  bleeding 
References: 
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The  Use  of  Positive  Inotropic 
Agents  in  Chronic  Left 
Ventricular  Failure:  Time  for 

Reflection 

Silvio  E.  Papapietro,  M.D.* 


“At  times,  scientific  progress  depends  less  upon 
acquisition  of  new  knowledge  than  upon  the  removal 
of  conceptual  obstacles.’’ 

— Rushmer,  1963 

Heart  failure,  the  leading  cause  of  cardiac  death, 
frequently  is  the  end-result  of  abnormal  left  ven- 
tricular function.  Left  ventricular  dysfunction  may  be 
related  to  various  etiologies,  including  ischemia, 
chronic  pressure  or  volume  overload,  and  inflamma- 
tion. Disease  and  chronic  overload  impair  systolic  ven- 
tricular function,  reducing  the  force  and  extent  of  my- 
ocardial contraction,  and  stroke  volume.  Compensatory 
ventricular  dilatation  tends  to  return  stroke  volume  to 
baseline.  Dilatation  increases  myocardial  energy  re- 
quirements and  the  force  the  ventricle  has  to  develop 
during  ejection  (“afterload”),  and  further  impairs  sys- 
tolic function.  Ventricular  dysfunction  may  also  be 
manifested  by  diastolic  abnormalities,  with  reduction 
in  the  rate  of  relaxation  and  compliance,  elevation  in 
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diastolic  pressures,  left  atrial  and  pulmonary  venous 
hypertension,  and  pulmonary  edema.  Diastolic  abnor- 
malities can  play  a major  role  in  the  pathophysiology 
of  heart  failure,  particularly  in  the  presence  of  my- 
ocardial ischemia  and  hypertrophy. 

Conventional  treatment  of  systolic  dysfunction  in- 
cludes the  use  of  positive  inotropic  agents.  Implicit  in 
the  use  of  these  agents  is  the  concept  that  inotropic 
stimulation,  by  enhancing  the  force  and  extent  of  con- 
traction of  functional  myocites,  may  improve  cardiac 
function,  symptoms  of  heart  failure,  and  prolong  life. 
Recently,  however,  several  reports  have  challenged 
these  traditional  ideas,  and  stimulated  considerable 
controversy.  It  has  been  shown  that  the  longterm  use 
of  positive  inotropic  agents  may  be  of  no  benefit,  or 
even  detrimental  in  patients  with  chronic  heart  failure. 
Studies  suggesting  that  selected  patients  with  severe 
left  ventricular  dysfunction  may  even  benefit  from 
treatment  with  some  negative  inotropic  agents  (beta 
blockers)  have  stimulated  even  greater  debate. 

The  purpose  of  this  brief  article  is  to  review  the 
longterm  effects  of  positive  inotropic  agents  in  chronic 
left  ventricular  failure.  We  will  not  review  all  aspects 
of  therapy  of  heart  failure,  or  the  short-term  effects  of 
temporary  inotropic  support. 
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Digitalis 

Despite  200  years  of  use,  the  role  of  digitalis  in  the 
treatment  of  congestive  heart  failure  in  patients  with 
sinus  rhythm  remains  highly  controversial.  Digitalis 
inhibits  membrane  sodium-potassium  ATPase  and  en- 
hances calcium  entry  into  the  cell.  They  have  a mild 
positive  inotropic  effect,  and  are  of  benefit  in  patients 
with  heart  failure  and  atrial  fibrillation.  In  these  pa- 
tients, the  salutary  effects  are  well  documented,  and 
relate  to  a reduction  in  heart  rate.  There  are  no  con- 
trolled studies,  however,  that  convincingly  demon- 
strate improvement  in  symptoms  or  survival  in  patients 
with  heart  failure  and  sinus  rhythm  treated  with  dig- 
italis. In  a recent  search  of  the  English  literature  from 
1960-1982,  Mulrow  et  al'  found  16  articles  that  at- 
tempted to  evaluate  the  effects  of  digitalis  in  patients 
with  congestive  heart  failure  and  sinus  rhythm.  Only 
two  double-blind,  placebo  controlled  studies,  provided 
clinically  useful  information.  One  study^  showed  that 
digoxin  therapy  could  be  withdrawn  without  detriment 
in  elderly  patients  with  stable  congestive  heart  failure. 
The  other  study^  showed  that  patients  with  chronic 
heart  failure  and  an  S3  gallop  benefited  clinically  from 
digoxin  therapy.  These  authors  concluded  that  vir- 
tually no  definitive  evidence  exists  showing  the  proper 
therapeutic  role  of  digitalis  for  patients  with  heart  fail- 
ure and  sinus  rhythm.  Concern  has  emerged  about  the 
use  of  digitalis  in  patients  with  a recent  myocardial 
infarction.  Several  studies  published  since  1981  have 
demonstrated  a higher  mortality  for  patients  treated 
with  digitalis  after  an  acute  myocardial  infarction,  than 
those  not  receiving  the  drug.'*  ’^  None  of  these  studies 
were  randomized,  and  it  is  not  possible  to  determine 
if  the  higher  mortality  of  the  digitalis-treated  patients 
was  related  to  the  drug,  or  other  conditions  that  made 
these  patients  a higher  risk  subgroup.  After  reviewing 
four  ofthese  studies.  Bigger  et  aE  concluded  that  in 
these  post-infarction  patients  the  risk  associated  with 
digitalis  use  could  not  be  explained  by  baseline  dif- 
ferences in  groups. 

To  date,  there  is  no  convincing  evidence  that  long- 
term use  of  digitalis  in  patients  with  chronic  left  ven- 
tricular dysfunction  favorably  influences  survival.  Fur- 
thermore, there  is  concern  about  an  increased  mortality 
associated  with  the  use  of  digitalis  in  post  infarction 
patients,  although  this  issue  remains  unresolved. 

Catecholamines 

The  beta  receptor  agonists  dopamine  and  dobuta- 
mine  have  been  available  for  several  years.  The  intra- 
venous administration  of  these  agents  can  result  in 
dramatic  short-term  hemodynamic  effects,  when  given 
to  patients  with  severe  congestive  heart  failure. 

Despite  short-term  hemodynamic  improvement,  a 
number  of  studies  have  challenged  their  longterm  ben- 
eficial effect.  The  use  of  these  agents  is  frequently 


associated  with  a tachycardia,  and  the  harmful  effects 
of  a chronic  increase  in  heart  rate  in  patients  with 
ventricular  dysfunction  are  well  established.  In  addi- 
tion, longterm  treatment  with  a beta  receptor  agonist 
frequently  leads  to  hemodynamic  tolerance,  probably 
related  to  a progressive  decrease  in  the  number  of 
active  beta  receptors  (“down  regulation’’),  and  a re- 
duction in  the  effectiveness  of  the  drug. 

Of  even  greater  concern  that  the  short-lived  hemo- 
dynamic effects  and  the  development  of  tolerance,  are 
the  potentially  hazardous  effects  of  longterm  beta  ad- 
renergic stimulation.  Dawson  reported  a disturbing  32% 
mortality  after  three  months  in  63  patients  treated  with 
oral  pirbuterol,  a beta-2  agonist  agent. ^ In  a recent 
multicenter  trial  designed  to  evaluate  the  effects  of 
intermittent  intravenous  dobutamine  in  patients  with 
congestive  heart  failure,'®  the  use  of  the  drug  was  as- 
sociated with  increased  exercise  tolerance,  but  an 
alarming  mortality  of  48%,  compared  to  17%  in  the 
placebo  treated  group.  These  results  prompted  the  pre- 
mature termination  of  the  study. 

Almost  simultaneously  with  these  reports  suggesting 
a pernicious  effect  of  longterm  beta  stimulation,  sev- 
eral groups  of  investigators  have  reported  beneficial 
effects  associated  with  longterm  beta  receptor  block- 
ade in  selected  patients  with  chronic  left  ventricular 
dysfunction.  Following  the  initial  studies  in  Goteborg, 
Sweden,  by  Waagstein  et  al  showing  improved  ven- 
tricular function  and  survival  in  patients  with  dilated 
cardiomyopathy  treated  with  metoprolol,"'  other 
groups  of  investigators  have  evaluated  the  longterm 
effects  of  beta  blockade.'^  '®  Despite  a wide-spread 
belief  by  the  medical  community  that  beta  blockers 
are  harmful  to  patients  with  heart  failure,  it  has  become 
apparent  that  a subpopulation  of  patients  benefits  con- 
siderably from  this  therapy,  with  improvement  in  func- 
tion and  survival.  The  mechanisms  responsible  for  the 
favorable  effects  associated  with  beta  blocking  agents 
may  include:  (1)  reduction  in  heart  rate  and  contrac- 
tility, with  more  energy  becoming  available  for  syn- 
thetic and  reparative  processes,  (2)  improved  diastolic 
relaxation,  filling  and  compliance,  (3)  inhibition  of 
sympathetically  mediated  vasoconstriction  via  pros- 
taglandins and  renin,  (4)  protection  against  catechol- 
amine-induced myocardial  damage  and  necrosis,  and 
(5)  “up  regulation’’  of  beta  receptors,  with  restoration 
of  catecholamine  responsiveness. 

A number  of  large  scale  randomized  trials  have  also 
shown  that  patients  treated  with  beta  blockers  within 
one  month  after  an  acute  myocardial  infarction  have 
approximately  a 30%  reduction  in  mortality  when  com- 
pared to  those  treated  with  placebo.'^  Of  interest  is  the 
observation  that  beta  blockers  with  intrinsic  sympa- 
thomimetic activity,  like  pindolol,  appear  not  to  share 
this  beneficial  effect. 

There  is  now  evidence  that  longterm  treatment  with 
beta  adrenergic  agonists  does  not  prolong  life,  and  may 
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be  detrimental  in  patients  with  severe  left  ventricular 
dysfunction  and  heart  failure.  Conversely,  in  selected 
patients  with  left  ventricular  dysfunction,  particularly 
post  infarction,  the  longterm  use  of  beta  blockade  may 
be  associated  with  improved  survival. 

Phosphodiesterase  Inhibitors 

Amrinone,  a phosphodiesterase  inhibitor,  recently 
became  available  for  the  treatment  of  patients  with 
congestive  failure  and  ventricular  dysfunction.  This 
agent  inhibits  phosphodiesterase,  increases  intracell- 
ular cyclic  AMP,  and  has  positive  inotropic  and  vas- 
odilator effects. 

Several  groups  of  investigators  have  demonstrated 
marked  short-term  hemodynamic  effects  associated 
with  amrinone  therapy  in  severe  congestive  heart  fail- 
ure. However,  these  studies  have  also  shown  signifi- 
cant deterioration  in  left  ventricular  function  during 
amrinone  therapy,  suggesting  accelerated  progression 
of  myocardial  dysfunction.'*  In  a recent  editorial,'^ 
Franciosa  concluded  that  amrinone  appears  to  have  no 
advantage  over  similar  agents,  may  be  more  toxic,  and 
found  no  reason  to  justify  its  use. 

Discussion 

It  has  become  apparent  that  the  longterm  use  of 
positive  inotropic  agents  in  patients  with  chronic  left 
ventricular  dysfunction  does  not  prolong  life  or  fa- 
vorably influences  the  natural  history  of  the  disease. 
The  use  of  these  agents  may  even  be  associated  with 
decreased  survival  rates. 

The  mechanisms  underlying  the  unfavorable  effects 
of  longterm  positive  inotropic  stimulation  remain  spec- 
ulative. Almost  15  years  ago,  Katz  postulated  that  the 
failing  heart  is  energy-starved,  and  the  impairment  in 
contractility  associated  with  ventricular  dysfunction 
may  represent  a compensatory  mechanism  of  my- 
ocardial cells  to  reduce  energy  utilization,  and  thereby 
preserve  myocardial  life.^°  Augmentation  of  contrac- 
tility of  digitalis,  beta  adrenergic  agonists,  or  phos- 
phodiesterase inhibitors,  could  result  in  temporary  im- 
provement in  cardiac  function,  at  the  expense  of 
increasing  myocardial  energy  consumption,  and  ac- 
celeration of  myocardial  cell  death.  This  sequence  of 
events  is  particularly  likely  in  ischemic  ventricular  dys- 
function, in  which  the  increase  in  oxygen  demand  as- 
sociated with  an  increase  in  contractility  may  lead  to 
further  aggravation  of  myocardial  ischemia.  Positive 
inotropic  agents  also  can  precipitate  or  exacerbate  ven- 
tricular tachyarrhythmias.  Nearly  all  positive  inotropic 
agents  increase  the  amount  of  calcium  in  the  cytosol 
during  systole,  and  can  produce  delayed  afterdepolar- 
izations, which  may  play  a critical  role  in  the  patho- 
genesis of  arrhythmias.  Beta  receptor  agonists  may 
produce  hypokalemia  by  increasing  the  transmembrane 
transport  of  extracellular  potassium  into  the  cells.  Hy- 
pokalemia may  represent  an  additional  arrhythmogenic 


factor,  particularly  in  patients  receiving  concomitant 
therapy  with  digitalis.  In  the  presence  of  hypertrophy 
and  diastolic  left  ventricular  dysfunction,  the  increased 
rate  of  energy  utilization  by  the  inotropically  stimu- 
lated heart  can  exacerbate  relaxation  abnormalities, 
aggravate  diastolic  dysfunction,  and  further  increase 
left  ventricular  diastolic  and  pulmonary  venous  pres- 
sure.^' As  postulated  by  Katz,  the  impairment  in  con- 
tractile state  of  the  abnormal  left  ventricle  may  rep- 
resent an  adaptative  mechanism  to  reduce  the  rate  of 
energy  expenditure,  and  preserve  myocardial  life.  Us- 
ing positive  inotropic  agents  to  stimulate  a “sick  and 
dying  heart”  may  be  as  irrational  as  “whipping  a dying 
horse.  ” It  is  likely  the  horse  will  run  faster  for  a shorter 
distance,  before  dying  prematurely. 

Some  time-honored  ideas  that  have  guided  the  treat- 
ment of  chronic  heart  failure  are  undergoing  drastic 
revision.  Basic  concepts  have  been  challenged,  and 
therapeutic  options  that  were  considered  contraindi- 
cated (use  of  beta  blockers)  have  proved  beneficial  in 
selected  patients.  Contrary  to  the  effects  of  longterm 
positive  inotropic  stimulation,  reduction  in  cardiac  load 
with  vasodilators  has  been  shown  to  improve  ventric- 
ular function,  reduce  myocardial  energy  requirements, 
and  improve  survival. 

In  the  practice  of  medicine,  rational  thinking  carries 
an  inherent  risk.  What  may  appear  rational  today,  may 
become  less  rational  or  even  irrational  under  the  light 
of  new  scientific  information  tomorrow.  It  is  smarter 
(and  safer)  to  treat  based  on  evidence  rather  than  con- 
cepts, regardless  of  how  irresistibly  appealing  these 
concepts  may  appear. 

After  200  years  of  “whipping”  failing  ventricles, 
it  may  be  time  for  reflection.  0 
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Better  Control  of  Diabetes 
Through  Exercise 
(Personal  Experience) 

Jill  F.  Bresman,  B.S. 

Bernard  H.  Eichold,  M.D.* 


In  1975,  Dr.  Irving  Dardik,  a cardiovascular  surgeon, 
and  senior  physician  for  the  U.S.  Olympic  Team, 
with  the  help  of  Michael  O’Shea,  owner  of  the  Sports 
Training  Institute  in  New  York  City,  initiated  a Nau- 
tilus training  program  for  several  diabetic  adolescents. 

I was  seventeen  at  the  time,  and  had  diabetes  for 
nine  years.  Exercise  quickly  became  a very  important 
part  of  my  life.  I immediately  noticed  improvement  in 
the  way  I felt.  At  the  risk  of  sounding  like  a fanatic, 
I had  far  greater  energy,  required  less  sleep,  and  had 
an  overall  sense  of  physical  and  emotional  well-being. 
In  addition,  my  diabetes  control  improved  dramati- 
cally. By  stabilizing  my  body  weight,  my  insulin  re- 
quirement decreased,  and  my  blood  sugars  and  gly- 
cosylated hemoglobin  content  (a  measure  of  long-term 
blood-glucose  control)  improved. 

Almost  10  years  later,  I am  still  exercising.  As  a 
recreational  therapist  at  the  Diabetic  Treatment  Unit 
of  the  New  England  Deaconess  Hospital  at  the  Joslin 
Diabetes  Center,  I feel  that  the  regimen  of  regular 


* Diabetes  Treatment  Unit  of  the  New  England  Deaconess  Hospital  at  the  Joslin 
Diabetes  Center,  Boston,  Massachusetts  02215 


aerobic  exercise  should  be  emphasized  as  an  essential 
component  of  blood-glucose  control  and  cardiovas- 
cular fitness  to  benefit  others  with  diabetes  like  myself. 

Most  diabetologists  agree  that  the  three  essential 
components  to  diabetes  management  are:  diet,  exercise 
and  hypoglycemic  (glucose  lowering)  medications  such 
as  insulin  or  oral  agents.  Most  people  with  diabetes 
find  that  taking  their  prescribed  medications  is  very 
easy.  Following  a carefully  designed  meal  plan  how- 
ever, is  more  difficult  and  requires  extraordinary  self- 
discipline.  A majority  of  people  have  time  to  exercise 
daily,  but  they  are  simply  not  motivated  enough  to 
initiate  such  a program.  Trying  to  motivate  people  with 
diabetes  to  exercise  can  be  a very  frustrating  experi- 
ence, especially  to  a person  like  myself,  a type  I di- 
abetic who  is  dedicated  to  exercise  and  can  personally 
attest  to  its  benefits. 

In  this  article,  my  personal  experiences  as  a recre- 
ational therapist  at  the  Diabetes  Treatment  Unit  are 
presented  not  to  discourage  others  from  establishing 
exercise  programs,  but  to  outline  some  of  the  potential 
difficulties  and  their  solutions  so  that  others  will  hope- 
fully be  successful. 
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Origin  of  Program 

A pilot  exercise  study  was  designed.  While  all  pa- 
tients entering  the  Diabetes  Treatment  Unit  of  the  New 
England  Deaconess  Hospital  at  the  Joslin  Diabetes 
Center  are  offered  an  individualized  exercise  program, 
only  those  patients  specifically  requesting  such  a pro- 
gram were  considered  in  this  study.  Prior  to  entering 
the  study,  patients  received  medical  clearance  from 
their  doctors.  Each  patient  was  then  seen  on  an  indi- 
vidual basis  to  discuss  a personalized  exercise  pro- 
gram. An  exercise  history  was  taken.  A few  of  the 
factors  considered  included:  (1)  prior  exercise  expe- 
rience, (2)  duration  of  diabetes,  (3)  exercise  goals,  (4) 
exercise  preference,  (5)  time  limitations,  and  (6)  avail- 
able resources.  Each  program  was  tailored  to  each 
patient’s  individual  needs. 

Patients  were  educated  with  respect  to  the  essential 
components  of  an  exercise  program  with  special  em- 
phasis on  diabetes  management  and  cardiovascular  fit- 
ness. These  components  include:  (1)  frequency  of  ex- 
ercise (how  often),  (2)  duration  of  exercise  (how  long), 
and  (3)  intensity  of  exercise  (how  hard). 

Patients  were  recommended  to  exercise  four  times 
each  week,  or  every  other  day.  It  was  emphasized  that 
each  person  has  a different  starting  point,  and  they 
should  therefore  begin  by  exercising  until  they  felt 
tired,  and  then  increase  the  duration  of  their  activity 
in  10%  increments  each  week  to  a maximum  duration 
of  twenty  to  thirty  minutes.  To  evaluate  how  hard  to 
exercise,  patients  were  taught  how  to  estimate  their 
pulse,  and  were  given  a target  heart  rate  to  strive  for 
based  upon  their  age,  exercising  between  65%-75% 
of  their  maximum  potential  (Table  1). 


Some  of  the  activities  suggested  included  walking, 
jogging,  bicycling,  swimming  and  in  some  cases  an 
aerobic  weight  lifting  program.  Patients  were  also  given 
helpful  diabetic  management  hints  which  included  in- 
sulin and/or  diet  adjustment,  blood  glucose  monitor- 
ing, checking  for  ketones,  choosing  an  injection  site, 
and  the  lag  effect  of  exercise  (Table  2).  Each  patient 
was  given  an  exercise  chart  to  keep  records  of  their 
progress.  This  chart  not  only  served  as  a motivational 
tool,  but  also  allowed  patients  to  keep  track  of  their 
increasing  exercise  tolerance  (heart  rate,  duration,  in- 
tensity), and  insulin  reactions.  After  discharge,  each 
patient  was  encouraged  to  keep  us  informed  of  their 
progress  by  sending  back  their  exercise  charts  one 
month  after  beginning  their  program.  A standardized 
questionnaire  was  sent  to  each  patient  following  their 
discharge. 

Outcome 

From  August  16,  1982  to  September  22,  1983,  sev- 
enty patients  admitted  to  the  Diabetes  Treatment  Unit 
received  individualized  exercise  programs.  Patients 
ranged  from  seventeen  to  sixty  years  of  age. 

Of  the  seventy  patients  who  received  an  indivi- 
dualized program,  only  eighteen  patients  (26%)  re- 
sponded one  month  after  discharge,  17  (24%)  of  which 
were  overwhelmingly  positive.  Patients  reported  weight 
loss,  increased  energy,  improved  mental  status,  and 
improved  blood  glucose  control. 

Up  to  13  months  after  discharge,  questionnaires  were 
sent  to  each  of  the  seventy  patients  resulted  in  twenty- 
five  responses.  Of  these  responses,  fifteen  reported 

continued  on  page  36 


Table  1 

Exercise  Heart  Rate  By  Age 


Age 

Predicted 

Maximal 

Heart  Rate 

90% 

max 

85% 

max 

80% 

max 

75% 

max 

70% 

max 

65% 

max 

60% 

max 

15 

193 

174 

164 

154 

145 

135 

125 

116 

20 

191 

172 

162 

153 

143 

134 

124 

115 

25 

189 

170 

161 

151 

142 

133 

123 

113 

30 

186 

167 

158 

149 

140 

130 

121 

111 

35 

184 

166 

156 

147 

138 

129 

120 

no 

40 

182 

164 

155 

146 

137 

127 

118 

109 

45 

180 

162 

153 

144 

135 

126 

117 

108 

50 

178 

160 

151 

142 

134 

125 

116 

107 

55 

175 

158 

149 

140 

131 

123 

114 

105 

60 

173 

156 

147 

138 

130 

121 

112 

104 

65 

171 

154 

145 

137 

128 

120 

111 

103 
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faster  and  more  efficiently  for  a better 
cash  flow.  There s nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 


CARRY  THE  CARING  CARD: 


Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


u 
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Better  Control  of  Diabetes 

continued  from  page  34 


Table  2 

Diabetes  Management  Hints  for  Exercise 


1.  Obtain  medical  clearance. 

2.  Adjust  insulin  or  meal  plan  according  to  blood  and  urine  glucose  levels. 

3.  Lag  effect:  There  is  a 24  hour  lag  effect  after  exercise  stops.  Therefore,  you  will  notice  positive  effects  on  your  blood  sugars 

the  day  after  you  exercise. 

4.  Injection  site:  Never  inject  the  exercising  area  of  the  body.  Insulin  is  absorbed  twice  as  fast. 

5.  Ketones:  Never  exercise  if  you  are  spilling  high  sugars  plus  ketones.  Blood  sugars  will  increase  in  response  to  exercise. 

6.  Use  proper  equipment. 

7.  Stretch,  warm  up  and  cool  down  to  prevent  injuries. 


that  they  were  still  exercising,  and  enjoying  the  ben- 
efits described  above.  Of  the  fifteen  positive  re- 
sponses, eleven  exercised  three  to  four  times  each  week, 
and  four  exercised  five  to  seven  times  each  week.  Two 
patients  exercised  less  than  fifteen  minutes,  five  pa- 
tients exercised  from  fifteen  to  thirty  minutes,  five 
patients  exercised  from  thirty  to  sixty  minutes,  and 
three  patients  exercised  greater  than  sixty  minutes  each 
day.  Ten  of  the  twenty-five  patients  who  answered  the 
questionnaire  responded  that  they  were  not  currently 
engaged  in  an  exercise  program.  Four  patients  dis- 
continued their  programs  within  two  months  of  dis- 
charge, while  the  remaining  six  patients  discontinued 
their  programs  within  four  to  nine  months  of  discharge. 
Reasons  given  for  non-compliance  included  time  con- 
straints, loss  of  motivation,  and  injury. 

Conclusion 

There  was  a great  deal  of  interest  and  enthusiasm 
when  patients  began  their  individualized  exercise  pro- 
gram which  was  initiated  in  an  in-patient  setting.  Over- 


all compliance  was  fair:  26%  were  still  exercising  one 
month  after  discharge,  while  21%  complied  after  as 
great  as  thirteen  months  after  discharge.  Long-term 
compliers  reported  weight  loss,  better  control  of  their 
diabetes,  increased  energy,  and  an  overall  improved 
quality  of  life. 

Many  reasons  were  given  for  discontinuing  the  pro- 
gram. Lack  of  motivation  due  to  little  peer  support 
was  the  primary  cause  for  non-compliance.  Long-term 
compliance  can  be  significantly  increased  by  the  or- 
ganization of  peer-support  groups,  similar  in  structure 
and  function  to  Weight  Watchers,  or  Alcoholics  Anon- 
ymous. These  peer-support  groups  will  serve  to  main- 
tain the  motivational  levels  of  its  members,  and  to 
foster  individual  and  group  activities  for  the  improved 
management  of  diabetes. 

Finally,  injuries  can  be  prevented  by  being  sure  to 
stretch  out  and  warm  up  prior  to  exercising,  and  to  be 
sure  to  include  a cool-down  period  following  the  ex- 
ercise period.  Careful  attention  to  the  purchase  of  the 
correct  equipment  (i.e.  running  shoes,  exercise  bike, 
etc.)  can  also  aid  in  preventing  injuries.  0 
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How  MoreThan 3000 Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“WeVe  found  that  Medic  saves  us 
many  hours  of  paperwork  every  week. 
A couple  of  hours  of  work  is  down  to 
15  minutes.” 

Jeanine  Mielke,  office  manager,  Hahn, 
Hoard  & Taub,  M.D.,  P.A.,  Boca  Raton,  Florida 
This  urology  practice  uses  Medic 
Computer  Systems  to  electronically  trans- 
mit many  Medicare  claims  every  day.  A job 
that  once  took  a large  part  of  the  business 
day  is  now  done  in  minutes.  And  that’s  only 
one  of  the  ways  that  Medic  saves  time  on 
paperwork. 

“It’s  helped  our  cash  flow 
tremendously.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 


nation’s  largest  neurosurgery  group. 

“Anytime  we’ve  had  a problem,  Medic 
has  been  immediately  responsive. 
They  bend  over  backwards  to  suit  their 
customers.  It’s  the  best  money  we  have 
ever  spent.” 

Wynne  Vaughan,  office  manager.  Capital 
Pediatric  and  Adolescent  Center,  PA., 
Raleigh,  North  Carolina 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line  from 
our  support  center  to  your  system  for  soft- 
ware updates  and  diagnoses. 

“Our  practice  has  doubled  and  we  have 
not  had  to  add  additional  billing  per 
sonnel.  Medic  has  been  able  to  handle 
whatever  we’ve  asked  of  it.” 

Nancy  Psimas,  office  coordinator, 
Portsmouth  Orthopaedic  Associates, 
Portsmouth,  Virginia 

The  Medic  system  can  ease  the  pro- 
cess of  sending  statements  and  reduce  the 
number  of  uncollected  bills.  Plus,  our  easy- 
to-understand  printouts  help  you  keep 
better  track  of  your  financial  condition. 


“Medic’s  extensive  training  program 
for  our  staff  made  it  easy  to  introduce 
the  system.  We  recommend  it  highly.” 

Tessa  Horne,  administrator,  Morgantown 
Ear,  Nose  & Throat  Clinic,  Morgantown, 
West  Virginia 

“We  love  the  training  program.  And  the 
updates  they  do  really  help,’’  Ms.  Horne 
said.  When  a practice  brings  in  over  200 
patients  a day  as  this  one  does,  the  busi- 
ness office  has  to  run  smoothly.  “Medic 
does  everything  we  need.  It’s  great.” 

So  if  you  want  to  increase  the  efficiency, 
productivity  and  profitability  of  your  practice, 
take  a look  at  the  Medic  Computer  System. 

Over  3000  physicians  in  more  than 
800  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


8601  Six  Forks  Road,  Suite  300 
Raleigh,  North  Carolina  27615 
Telephone  Toll-Free:  1-800-334-8534 
In  North  Carolina  Call:  919-847-8102 

Other  Offices:  Orlando,  Ann  Arbor,  Chicago, 
Cincinnati,  Pittsburgh,  Richmond,  Atlanta 


PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you'll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEAUYDUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HISMALPRACTKE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won't  have  to  con  tend 
with.  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

Ifyou’re  interested  in  practicinghigh 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  toyour  local  Army 
Medical  Department  Counselorfor 
moreinformation. 

ARMY  MEDICINE. 

BE  ALL  YOU  CAN  BE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect;  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect;  (205)  942-6570 


TELLYOUR 
miENTS  THEIR 
CHOLESTEROL  NUMBER... 
BEFORE  THEY  ASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NATIONAL  HEART,  LUNG,  AND  BLOOD  llvJSriTUTE 

National  Institutes  of  Health  • Public  Health  Service  • US  Department  of  Health  and  Human  Services 


Semetiines 
you  just  can't 
operate 
alone* 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


street . 


City. 


. State  - 


.Zip. 


County . 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


f 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LA‘. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncomplicmt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 

H ONCE-DAILY  H M 

NDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma, 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 

The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information  ^ 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  stale  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  Ihe  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  lor  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  Ihe  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  lor  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  Ihe  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihyperlensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
-term  management  of  patients  with  angina  pectoris 

igraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  Ihe  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  lor  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  Ihe  management  of  hyper- 
Iroptiic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
Ihe  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  IS  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  It 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIl  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  ma]or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  Ihe  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  m hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone,  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  Tj  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  Ihe  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg  day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  ahy  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium.  and  decreased  perfor- 
mance on  neuropsychomelrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipatioh,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
Ihe  skin,  serous  membranes  and  conjunclivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintaihed  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
IN13ERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
ohce  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weeks  (see 
WARNINGS), 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discohtinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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1 . INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,  145  1321-1323 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  eorporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc. , P.O.  Box  1649,  Dothan,  Alabama  36302. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  Alabama  35403,  or  tele- 
phone Frank  Cochran,  collect  at  758-7545  for  more  information. 


MEDSTAFF  is  a multi-specialty  locum  tenens  and  permanent 
placement  service.  The  most  respected  physician  staffing  group  in 
the  Southeast  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
Medstaff,  P.O.  Box  15538,  Durham  NC  27704. 


NORTH  CAROLINA:  Challenging  new  opportunities  for  Emer- 
gency Medicine  Staff  Physicians  and  Medical  Directors  in  modem 
hospitals  in  Piedmont,  North  Carolina.  Competitive  compensation 
and  professional  liability  insurance  procured  on  your  behalf.  Con- 
tact: Andy  Park,  Coastal  Emergency  Services,  Inc.,  P.O.  Box 
15325,  Durham,  NC  27704;  (919)  383-0367,  (800)  672-1665  in 
NC,  (800)  334-3306  in  US. 


EXCELLENT  TEXAS  OPPORTUNITIES,  ENT,  FAMILY 
PRACTITIONER,  GENERAL  PRACTITIONER,  GENERAL 
SURGEON,  INTERNAL  MEDICINE,  OB/GYN,  OPHTHAL- 
MOLOGIST, ORTHOPEDIC  SURGEON,  ONCOLOGIST,  PE- 
DIATRICIAN, to  practice  in  one  of  several  lake  area  communities, 
in  the  beautiful  Piney  Woods  area  of  East  Texas.  Excellent  quality 
of  life,  first  year  guarantee,  etc.  Other  Texas  opportunities  avail- 
able also.  Reply  with  C/V  to,  Medical  Support  Services,  Armando 
L.  Frezza,  8806  Balcones  Club  Drive,  Austin,  TX  78750;  512- 
331-4164. 


NEEDED  IMMEDIATELY:  Family  Practitioners  for  progressive 
rural  community  in  South  Mississippi.  Guaranteed  monthly  in- 
come. Enjoy  practice  of  medicine  without  everyday  hassels  of 
running  office.  Everything  taken  care  of.  Community  located  near 
Gulf  and  close  to  shopping  malls.  Plenty  of  hunting  and  fishing 
opportunities.  For  more  information  write,  W.  Dale  Saulter,  Ad- 
ministrator, Jefferson  Davis  County  Hospital,  P.  O.  Box  1289, 
Prentiss,  MS  39474. 


GULF  SHORES.  Doctor’s  office  for  lease.  This  location  16  years. 
Well  located  and  well  equipped.  Rapidly  growing  area  now  has 
one  M.D.  and  one  D.O.  Thomas  B.  Norton,  M.D.,  P.O.  Box 
475,  Gulf  Shores,  AL  36542,  Ph.  968-7308  (night),  968-2425 
(day). 


PEDIATRICIAN  — Southeast.  Excellent  opportunity  to  develop 
practice  or  join  a multi-specialty/Family  Practice  group  in  attrac- 
tive, semimral  community,  45  minutes  from  Birmingham  and 
Montgomery.  Supported  by  60-1-  bed  hospital  with  35K  drawing 
area.  Outstanding  growth  potential,  competitive  salary /benefits 
package  and  coverage.  Contact  Jim  Davis  TYLER  & CO,  9040 
Roswell  Rd.,  Atlanta,  Georgia  30350.  Call  404-641-6411. 


EMERGENCY  PHYSICIANS:  Board  certified/ACLS,  ATLS,  and 
APLS.  Physician-managed  Gadsden  area  Emergency  Department 
offering  immediate  placements  with  competitive  salary,  excep- 
tional benefits,  and  full  complement  of  specialists.  22,000-1-  an- 
nual ER  visits/220  bed  hospital.  Submit  CV  with  letter  of  interest 
to  P.O.  Box  130116,  Birmingham,  AL  35213. 


“SIPSEY,”  Ante-bellum  Greek  Revival  home  in  Eutaw,  AL. 
Lovingly  restored,  modern  conveniences,  perfect  condition.  Six 
working  fireplaces,  two  Doric  porticos.  90  miles  SW  of  Birming- 
ham on  1-59.  Offered  by  Bill  Ford,  TRIMM  CO.,  Birmingham 
205/951-2875,  205/979-5888,  1900  Hover  Court,  Hoover,  AL 
35226. 
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SOME  THINGS  NEVER  CHANGE... 
Your  Financial  Needs  Do 


Inflation,  new  tax  laws  and  a runaway  federal  budget  deficit  have 
created  a complicated  and  rapidly  changing  financial  environment. 
Your  old,  inflexible  financial  plan*  may  no  longer  help  you  achieve 
your  dreams. 

Your  Acacia  Group  representative  has  specialized  skills  and  a team 
of  professionals  in  investments,  risk  management  and  business  planning 
to  help  you  develop  a financial  plan  that  grows  with  you.  We  call  it 
Acacia  Financial  Concepts.  Call  us  today  and  find  out  how  it  can 
work  for  you. 


Acacia  Financial  Center 
3000  Riverchase  Galleria,  Suite  400 
Birmingham,  Alabama  35244 

(205)  985-3050 

‘Financial  planning  services  offered  through  Calvert 
Securities  Corporation,  a member  of  The  Acacia  Group.® 


Creating  windows  of  opportunity  since  1869 


YES!  I would  like  more  information  about  Acacia 
Financial  Concepts. 


AM/6/87 


Name  _ 
Address 
City  


State 


Zip 


Daytime  phone 


Acacia  Financial  Center  • 3000  Riverchase  Galleria  • Suite  400  • Birmingham,  AL  35244 


AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


Coping  with  Alzheimer’s  Disease 


Alzheimer’s  Disease  is  a progressive  neurological 
disorder  that  causes  victims  to  lose  memory  and 
the  ability  to  think  logically  and  care  for  themselves. 
Some  3 million  persons  have  Alzheimer’s,  which  strikes 
an  estimated  5%  to  7%  of  persons  older  than  age  65 
and  an  estimated  one  in  five  of  those  older  than  80 
years. 

The  annual  cost  of  caring  for  patients  with  Alz- 
heimer’s is  $40  billion  to  $80  billion.  Victims  of  the 
disorder  often  require  years  of  custodial  care  that  is 
not  covered  by  medicare;  the  emotional  and  financial 
costs  of  that  care  can  be  devastating  to  their  families. 
The  number  of  people  65  and  older,  now  at  28  million, 
is  growing  twice  as  fast  as  the  population  as  a whole; 
the  number  85  and  older  is  growing  more  than  five 
times  faster. 

The  sobering  flip  side  of  the  increased  longevity  and 
prosperity  of  older  people  is  the  chronic  illness  and 
disability  that  plague  an  estimated  one  in  five  elderly. 
Cancer,  diabetes,  Alzheimer’s  disease,  osteoporosis, 
arthritis,  and  cardiovascular  disease  are  among  the 
crippling  conditioins  that  hit  the  elderly  hardest.' 

At  first  the  symptoms  of  Alzheimer’s  are  almost 
imperceptible  but  progressively  become  more  pro- 
nounced. Family  members  have  used  the  following 


phrases  to  describe  the  behavior  of  victims  of  Alz- 
heimer’s: “irritable,  anxious,  distressed,  delusional, 
afraid  to  move  from  one  setting  to  another,’’  “hostile, 
aggressive  behavior  and  difficulty  communicating 
clearly,”  “wouldn’t  socialize,”  “did  nothing  but  sleep 
in  front  of  TV,”  and  “sleepless  nights,  disturbing 
others.” 

At  this  time  medical  science  has  only  been  able  to 
determine  that  the  symptoms  occur  as  a result  of  de- 
ficiencies in  certain  chemicals  and  enzymes  known  as 
neurotransmitters.  Whether  these  deficiencies  are 
caused  by  a slow-acting  virus,  a genetic  factor,  or  some 
other  agent  is  not  yet  known. 

Scientists  have  suggested  possible  links  between  head 
injuries  and  Alzheimer’s  disease.  Aluminum,  also,  has 
been  frequently  blamed  as  the  cause  though  science 
has  no  proof  to  that  effect.  Recent  research  reported 
in  the  JCMA  suggests  that  a prenatal  infection  asso- 
ciated with  Chromosome  21  might  be  the  culprit. 

Possible  experimental  treatment  proposed  as  a result 
of  research  include  the  use  of  tetrahydroaminoachrine, 
or  THA.  While  reversing  the  symptoms  related  to 
memory  deficits  for  a while,  victims  will  probably 
reach  a point  when  they  are  no  longer  helped  by  the 
drug. 
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Another  proposed  treatment  is  fetal  brain  tissue 
transplantation.  While  proposing  far  reaching  thera- 
peutic promise  it  also  poses  technical  as  well  as  ethical 
problems. 

Though  little  is  known  to  date  concerning  causes  or 
treatments  of  Alzheimer’s  disease  those  who  provide 
care  for  these  victims  have  begun  to  establish  appro- 
priate custodial  care  for  them.  Eighty  percent  of  Alz- 
heimer’s victims  are  cared  for  in  part  at  home  by  family 
members . 

Nursing  homes  are  an  option  when  the  family  can’t 
cope.  Some  nursing  homes  will  not  accept  Alzheimer’s 
patients  at  all  because  of  the  disruptive  behavior  and 
safety  risk.  Many  patients  have  been  restrained  or  se- 
dated while  in  nursing  homes. 

There  are  alternatives  to  these  situations. 

Day  care  centers  are  an  attractive  alternative  to  nurs- 
ing homes  and  home  health  care.  They  offer  both  fam- 
ily respite  and  patient  companionship. 

There  are  only  20  day  care  centers  in  the  country 
specifically  for  Alzheimer’s  patients.  Alzheimer’s 
Family  Care  Center  is  Chicago’s  first  and  opened  June 
1987.  The  Chicago  Center  does  not  take  a “baby- 
sitter” attitude.  The  staff  tries  to  engage  its  clients  any 
way  they  can  — preferably  with  memory  games,  phys- 
ical exercises,  music  therapy  and  conversation.  They 
do  not  need  nursing  care  as  much  as  companionship 
and  attention  and  someone  who  knows  how  to  deal 
with  erratic  behavior.^ 

Another  alternative  is  an  Alzheimer’s  unit  in  an 
existing  nursing  home.  The  Good  Shepherd  program 
located  at  Willow  Wood  Home  in  New  Orleans  is  a 
good  example.  In  describing  the  ten  women  who  com- 
pose the  unit,  the  director  says,  “.  . . formerly  pro- 
ductive women,  active  in  social  and  civic  activities. 
Now  in  their  late  60’ s or  older,  these  women  have 
reverted  to  childlike  ways  and  must  be  constantly 
watched  for  their  own  safety.  They  are  victims  of 
Alzheimer’s  Disease,  a debilitating  condition  that 
sometimes  wipes  away  all  traces  of  one’s  personality.” 

“There  are  no  known  cures  for  the  affliction,  and 
very  little  information  about  what  to  do  for  the  victims. 
Most  of  them  wind  up  in  nursing  homes,  to  spend  the 
remainder  of  their  days  wandering  about  in  a confused 
and  agitated  state."* 

A unique  care  facility  is  Sansing  Home  in  Pickens 
County.  It  is  a domiciliary  committed  to  providing 


quality  care  for  their  15  residents  including  four  with 
the  symptoms  of  Alzheimer’s.  Located  in  a peaceful, 
serene  farm  setting,  Sansing  is  only  minutes  from  med- 
ical care  in  Carrollton,  Alabama.  Florea  Sansing  ex- 
hibits the  patience  and  understanding  of  the  elderly 
necessary  to  deal  with  sometimes  scared,  agitated,  un- 
willing or  suspicious  patients. 

In  addition  to  planned  activities  such  as  simple  crafts, 
parties,  singing  and  outings,  Alzheimer’s  residents  are 
encouraged  to  help  perform  once  familiar  tasks,  such 
as  folding  clothes,  shelling  peas  or  gardening.  Local 
ministers  come  for  weekly  worship  services  and  church 
groups  invite  them  for  occasional  activities.  Local 
Mennonite  families  usually  spend  Sunday  afternoons 
visiting. 

No  matter  where  the  care  is  given,  the  key  to  caring 
for  Alzheimer’s  victims  is  constantly  giving  them  pos- 
itive reinforcement  and  providing  support  services  for 
the  patients’  families. 

One  of  the  prime  responsibilities  of  physicians  car- 
ing for  Alzheimer’s  patients  is  to  give  a reasonably 
accurate  diagnosis  and  urge  the  family  to  take  quick 
action.  Long  range  planning  should  be  undertaken  in 
terms  of  financial  and  legal  aspects.  Patients  can  be 
treated  for  depression,  agitation  and  sleep  disorders 
but  families  need  guidance  through  the  legal,  financial, 
and  insurance  maze.  When  doctors  take  on  an  Alz- 
heimer’s patient,  they  are  taking  on  the  responsibility 
of  providing  continual  support  to  the  patient  and  to  the 
family.  0 
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effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 
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dosage  to  the  lowest  effective  amount  in  elderly  patients. 
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in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
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PHYSICIANS 
SCHEDULE 
SOME  TIME  FOR 
YOURCOUHTRY 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you'll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  oppxDrtunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEAUYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he's  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practicethat  he  won’t  have  to  con  tend 
with.  Likeexcessivepaperwork,  andthe 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffers  varied  assignments, 
chances  tospecialize,  orfurthcryour 
education,  and  towork  with  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you 're  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselorfor 
more  information 

ARMY  MEDICINE. 
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MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 
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Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  w ill  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Dx:  recurrent 

lulus'*  '* 


TftT. 


HeRpecin-a: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  sampies  to  make 
your  own  ciinical  evaiuation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATiON,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


Alabama 

Medicine 

Journal  of  the  Medical  Association  of  the  State  of  Alabama 

VOL.  57,  NO.  5,  NOVEMBER  1987 


(USPS  284720) 

ISSN  0738-4947 

OFFICE  OF  PUBLICATION:  P.O.  Box  1900-C.  Montgomery. 
Alabama  36197-4201.  Subscription  Prices:  member.  $15.00;  non- 
member. $30.00  per  year.  $2.50  per  copy.  Second  class  postage 
paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices. 
Published  monthly  by  The  Medical  Association  of  The  State  of 
Alabama  at  19  South  Jackson  Street,  Montgomery,  Alabama 
36197-4201. 

POSTMASTER:  Send  address  changes  to  Ala- 
bama Medicine,  P.O.  Box  1900-C,  Montgom- 
ery, AL  36197-4201 . 

Established  1931.  published  by  and  for  The  Medical  Association 
of  the  State  of  Alabama  for  open  and  responsible  discussion  of 
matters  relevant  to  medicine  and  other  fields  of  interest  to  phy- 
sicians. Conclusions  and  opinions  expressed  herein  are  those  of 
the  individual  authors.  No  portion  of  this  publication  may  be 
reproduced  in  any  form,  including  electronic,  without  written 
consent.  Publishers  reserve  the  right  to  reject  any  advertising 
with  or  without  explanation. 

Copyright  1987  by  the  Medical  Association 
of  the  Stale  of  Alabama 

EDITOR-IN-CHIEF 
William  L.  Smith.  M.D.,  Montgomery 
ASSISTANT  EDITOR 
Wm.  H.  McDonald.  Montgomery 
ADVERTISING  & DESIGN 
Kimberly  Anne  Starr.  Montgomery 

OFFICERS  OF  THE  ASSOCIATION;  President  — Carl  A.  Grote, 
M-D.  (1988).  Huntsville;  President  Elect  — William  A.  Leiiner, 
M.D.  (1988),  Birmingham;  Immediate  Past  President  — Kenneth 
C.  Yohn.  M.D.  (1988),  Eufaula;  Vice-President  — Richard  A. 
Finch.  M.D.  (1988),  Huntsville;  Speaker,  House  of  Delegates 
— J.  Kendall  Black,  M.D.  (1989),  Huntsville;  Vice-Speaker, 
House  of  Delegates  — Richard  O.  Russell,  Jr..  M.D.  (1989), 
Birmingham;  Secretary-Treasurer  — William  L.  Smith.  M.D. 
(1991),  Montgomery. 

DELEGATES  AND  ALTERNATES  AMERICAN  MEDICAL 
ASStDCIATION  (Terms  expiring  December  31  of  year  shown) 

1986  Delegates  — Julius  Michaclson,  M.D.,  Foley;  William  T. 
Wright.  M.D..  Mobile.  William  A.  Lcitner,  M.D.,  Birmingham. 

1987  Delegates  — William  H.  Cooner,  M.D.,  Mobile;  Ronald 
E.  Henderson.  M.D.,  Birmingham.  1988  Delegates  — Julius 
Michaclson,  M.D.,  Foley;  William  T,  Wright.  M.D.,  Mobile; 
William  A.  Lcitner,  M.D.,  Birmin^am.  1986  Alternates  — 
Alfred  Habeeb.  M.D..  Birmingham;  Carl  A.  Grote,  Jr.,  M.D., 
Huntsville;  Jon  E.  Sanford,  M.D..  Fayette.  1987  Allemaics  — 
William  L.  Smith.  M.D.,  Montgomery;  Edgar  W.  Branyon,  Jr,, 
M.D  . Anniston.  1988  Alternates  — Carl  A.  Grote.  Jr.,  M.D., 
Huntsville;  Jon  E.  Sanford.  M.D..  Fayette,  Kenneth  C.  Yohn, 
M D.,  Eufala 

THE  STATE  BOARD  OF  CENSORS:  W Earle  Riley.  M.D., 
Chairman  (1992)*,  Fairfield;  William  D.  Lazenby.  M D . Vice- 
Chairman  (1991  )•.  Opelika;  Carl  A Grote.  M.D.  (1989),  Hunts- 
ville; William  A.  Leitner,  M D.  (1989),  Birmingham,  Kenneth 
C.  Yohn.  M.D.  (1988),  Eufala;  James  E.  West.  M D.  (1992), 
3rd  District,  Anniston,  William  C.  Waller.  M.D.  (1992)*.  Mont- 
gomery, Ira  B.  Patton.  M.D.  (1988),  4th  District,  Oneonia;  Gar- 
land C.  Hall.  Jr..  M.D.  (1988).  5th  District.  Moulton;  Peter  W. 
Moms  (1988),  6ih  District.  Birmingham;  Patrick  B.  Jones.  Jr.. 
M.D.  (1989),  2nd  District,  Dothan,  Richard  H Esham,  M D. 
(1989)*.  Mobile;  James  A,  Pittman,  Jr.,  M.D.  (1989)*.  Bir- 
mingham. Stephen  G.  Lauien.  M D.  (1990),  1st  District.  Mobile. 
Ernest  C.  Brock.  Jr.,  M D.  (1991),  7th  District.  Tuscaloosa; 
fJ.  Kendall  Black.  Jr  , M D..  Huntsville;  fRichard  O Russell, 
Jr..  M D..  Birmingham. 

•At  large 
tEx  Officio 

STATE  HEALTH  OFHCER:  Claude  Earl  Fox.  M D . Mont- 
gomery 

_ STAFF  — 

EXECUTIVE  DIRECTOR 

S.  Lon  Conner 

DEPARTMENTS 

Legal  — Wendell  R Morgan 

Education  — George  D.  Oetting 

Governmental  Affairs  — Richard  C.  Whitaker 

Public  Relations  — Holley  Midgley 

Communications  — Wm  H McDonald 


In  This  Issue 


Executive  Director  5 

What  Is  Medical  Necessity? 

President’s  Page  8 

Can  Unions  Save  Medicine? 

Custom  Hip  and  Knee  Prosthesis  for  Limb-Salvage 

Treatment  of  Primary  Bone  Tumors  11 

Kenneth  A.  Jajfe,  M.D.,  et  al. 

Brunneroma:  A Case  Report  27 

T.  Nagendran,  M.D.,  et  al. 

Pediatrics  (and  Medicine)  Then  and  Now  30 

C.  Kermit  Pitt,  M.D. 

Classifieds  47 

Auxiliary  49 

AIDS  and  Its  Victims 


The  Cover 

Many  physicians  have  suggested  union  organization  is  the  magic 
bullet  for  practitioners  beset  by  the  thumbscrew  of  third-party  pay- 
ors. The  answer  to  the  question  on  the  cover  is:  Yes  and  no,  mainly 
no.  See  Dr.  Grote’s  presidential  column,  Pg.  8. 


• 1.  V/  , i j V 

iv  ti. ' CINE 

BOSTON,  M.A 

8 


November  1987  / 3 


OUTPATIENT 

DIAGNOSTIC 

RADIOLOGY 

CENTER 


d ifzE  ^ECLcll 


sx 


MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Innaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner — the  most  advanced  MRI  unit  on  the  market — has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-5100 

for  MRI  information  or  appointments. 


• C.T.  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RADIOLOGY 

The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/Referrals  25G-6830 
1 -BOO -272 *6481  Toll  Free 


NORWOOD  CLINIC 

1528  North  26th  Street  • Birmingham  • Alabama  • 35234 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


What  Is  Medical  Necessity? 


Wherever  the  art  of  medicine  is  loved,  there  also  is 
the  love  of  humanity. 

Hippocrates,  Aphorisms,  c.  400  B.C. 

I read  the  above  for  the  first  time  recently.  I couldn’t 
get  it  out  of  my  mind.  The  nobility  of  the  thought 
contrasts  sharply  with  all  the  current  attempts  to 
K-Mart  medicine.  Particularly  did  it  contrast  with  the 
direction  I think  I see  federal  medicine  headed.  A case 
in  point: 

A physician  in  rural  Alabama  was  recently  directed 
to  refund  $20  to  a Medicare  patient  whose  painful 
bursitis  he  had  relieved  with  cortisone.  Under  the  new 
order  imposed  by  Washington,  the  cortisone  was  de- 
creed to  be  “medically  unnecessary”  by  the  fiscal 
intermediary. 

I am  sure  many  of  you  have  Medicare  horror  stories 
that  would  eclipse  this  one.  But  sometimes  what  seems 
a relatively  minor  event  is  useful  in  studying  the  larger 
implications  of  an  emerging  concept,  trend  or  dogma 
— in  this  case  the  federal  concept  of  medical  necessity. 

Was  the  bursitis  life-threatening?  No.  Would  the 
treatment  cure  the  patient?  No.  Then  it  follows  that 
what  would  appear  to  this  layman  to  be  an  entirely 
appropriate  treatment  of  choice  was  not  medically  nec- 
essary by  the  cold  algorithms  of  cookbook  review. 


Much  of  classic  medicine,  and  indeed  of  recent 
Medicare  expense,  has  been  directed  at  enhancing  the 
well-being  and  happiness  of  older  Americans.  But  if 
the  cortisone  case  is  any  kind  of  touchstone,  I can  only 
view  with  alarm  what  lies  in  store  for  the  future. 

One  of  the  splendid  accomplishments  of  Medicare 
has  been  providing  the  wherewithal  for  vision-im- 
paired citizens  to  have  cataract  surgery,  for  example. 
Because  of  this  highly  developed  procedure,  un- 
counted thousands  are  now  seeing  what  they  could 
have  only  made  out  though  a purblind  veil.  But  where 
is  the  medical  necessity  in  assisting  retired  Americans 
to  live  normal  and  rewarding  years  reading,  sewing, 
watching  television,  savoring  sunsets,  witnessing  the 
growth  of  their  grandchildren?  Is  sight  medically  nec- 
essary? 

For  that  matter,  what  is  medically  necessary?  Is  it 
limited  to  heroic  efforts  to  forestall  death,  or  does 
medicine  have  anything  to  do  with  enhancing  the  qual- 
ity of  life  for  Americans?  Are  we  approaching  the  point 
when  the  feds  will  say  the  surgery  to  extirpate  cancer 
is  authorized  but  palliative  surgery  to  relieve  the  pain 
and  suffering  of  cancer  is  taboo  because  quality  of  life 
is  a luxury  outside  the  responsibility  of  federal  med- 
icine? The  same  would  apply  to  many  other  proce- 
dures, including  hip  replacement. 
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I think  I see  an  emerging  definition  of  medical  ne- 
cessity that  is  truly  frightening.  If  the  test  is  to  be 
whether  the  patient  would  have  died  had  the  treatment 
been  withheld,  dozens  of  therapies  and  procedures  could 
be  disallowed  in  en  masse,  at  considerable  saving,  and 
that  may  eventuate  very  soon. 

I like  to  believe  I can  look  at  all  sides  to  any  ques- 
tion. I believe  I understand  what  HCFA’s  predicament 
is,  in  general  terms  at  least;  it  is  the  instrument  of  the 
implied  (but  never  articulated)  will  of  Congress  to 
ration  care  and  to  fit  expenditures  to  available  re- 
sources. I know  also  that  Congress  is  strapped  for 
revenue.  Even  so,  HCFA  is  thus  charged  with  the 
execution  of  an  inherently  dishonest  public  policy,  one 
that  imposes  rationing  of  resources  while  vehemently 
denying  that  rationing  is  going  on. 

Elected  officials  cannot,  or  will  not,  confess  what 
they  are  doing.  That  was  apparent  in  their  design  of 
the  automatic  trigger  for  the  Gramm-Rudman  law.  To 
escape  direct  accountability  at  the  polls.  Congress 
adopted  the  ingenious  expediency  of  a guillotine  pro- 
grammed to  drop  when  the  trigger-point  was  reached, 
as  if  untouched  by  human  hands.  Thus  congressmen 
could  deny  responsibility  to  constituents  enraged  be- 
cause their  favorite  program  had  been  cut.  The  law 
did  it,  not  them. 

Social  Security  and  its  attachments  are  sacred  cows 
in  Washington.  Even  President  Reagan,  who  does  not 
often  blink  in  eyeball-to-eyeball  showdowns,  has  ac- 
cepted this  too.  During  the  week  of  the  great  stock- 
market  meltdown,  when  congressional  leaders  were 
clamoring  for  an  economic  summit  conference  on  do- 
mestic policy,  the  President  acquiesced  to  the  de- 
mands. He  would  put  everything  on  the  table,  he  said, 
“everything  but  Social  Security.’’ 

I am  not  questioning  his  making  Social  Security 
sancrosanct.  Perhaps  it  should  be.  What  I do  question 
is  moral  necessity  of  making  “medical  necessity’’  the 
great  cop-out  for  rationing  scarce  resources,  and  then 
blaming  doctors  for  whatever  shortfalls  remain. 


How  long  are  Americans  to  continue  swallowing 
the  enormous  fiction  that  care  is  not  rationed?  And 
how  long  will  Americans  permit  Congress  to  avoid 
funding  Medicare  adequately  and  passing  the  buck  for 
the  inevitable  failure? 

One  reason  that  Washington  cannot  admit  to  the 
near-collapse  of  the  system  is  that  it  would  then  be 
admitting  that  the  truth  of  what  American  physicians 
warned  Congress  before  Medicare  was  enacted;  that  it 
was  far  too  expansive  in  its  promises  to  survive  eco- 
nomically. 

The  bureaucrats  are  reluctant  to  charge  the  public 
with  overutilizing  benefits,  reluctant  to  admit  that  the 
rationing  of  resources  is  entrenched  public  policy,  but 
always  quick  to  name  the  villain  of  the  piece  — the 
American  physician,  who  is  increasingly  depicted  as 
a thief  in  the  night. 

I began  this  month’s  column  with  a quotation  from 
Hippocrates.  In  closing  I would  like  to  parody  it  as 
Hippocrates  himself  might  have  done  had  he  practiced 
in  the  United  States  of  the  late  1980s; 

“Wherever  the  art  of  medicine  is  held  in  contempt, 
there  is  also  contempt  for  humanity.’’ 

Given  time,  all  bureaucrats  develop  an  abiding  con- 
tempt for  the  people.  Their  contempt  for  doctors,  those 
easy  and  safe  whipping  boys,  is  only  camouflage  for 
their  hatred  of  the  people  (particularly  sick  people  and 
people  in  pain)  like  the  cortisone  patient.  I am  afraid 
it  is  going  to  get  much  worse  before  it  gets  better. 
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Can  Unions  Save  Medicine? 


During  this  period  of  turmoil  in  dealing  with  third 
parties,  I am  reminded  of  a physician  who  has 
repeated  this  suggestion  to  me: 

“What  we  really  need  to  do  is  form  a labor  union.” 
At  first  glance  this  might  seem  to  help  solve  some 
of  our  problems  in  dealing  with  those  who  seem  to 
control  our  destiny  at  present.  Other  professional  groups 
have  unionized  and,  on  the  surface,  might  seem  to 
have  better  control  than  we  do. 

This  alternative  has  been  addressed  many  times  in 
the  past,  and  on  several  occasions  by  the  American 
Medical  Association.  At  the  annual  meeting  in  Chi- 
cago in  June  1987  this  concept  was  the  subject  of 
Report  BBB  from  the  AMA  Board  of  Trustees.  After 
reading  this  report  two  or  three  times,  I must  admit  I 
do  not  fully  understand  all  of  the  legalities  encom- 
passed here.  Nevertheless,  I have  used  this  report  as 
source  material  for  this  column. 

As  it  turns  out,  all  professions  do  not  have  the  right 
to  organize  under  the  National  Labor  Relations  Act 
(NLRB).  NLRB  does  give  employes  the  right  to  or- 
ganize and  attempt  to  improve  the  terms  and  conditions 
of  their  employment.  The  purpose  of  such  organization 
must  be  for  collective  bargaining. 

Collective  bargaining  involves  a good-faith  attempt 
by  any  employer  and  labor  organization  to  reach  an 
agreement  regarding  wages,  hours  and  working  con- 
ditions. At  first  this  may  sound  good.  However,  under 


a sharper  focus,  one  finds  that  physicians  of  the  state 
do  not  qualify  as  employees,  nor  do  they  have  a com- 
mon employer  to  bargain  with. 

Most  physicians  would  more  likely  qualify  as  in- 
dependent contractors  than  employees.  As  an  inde- 
pendent contractor  you  do  not  have  the  right  to  or- 
ganize. There  are  certain  groups  of  physicians  working 
for  hospitals,  clinics  and  alternative  delivery  systems 
who  do  qualify  as  employees  and  have  been  able  to 
organize  under  NLRB. 

Certainly  I would  not  attempt  to  advise  anyone,  in 
this  short  space,  who  can  and  cannot  organize.  I only 
wish  to  say  that  it  is  only  under  specific  conditions 
and  terms  that  a group  of  physicians  is  able  to  organize 
under  prevailing  law.  Another  problem:  few  of  us  re- 
alize that  even  if  we  organized  as  a labor  union  we 
would  still  be  subject  to  the  same  anti-trust  laws  that 
encumber  us  as  a medical  association. 

The  report  of  the  AMA  Board  of  Trustees  emphat- 
ically suggests  that  there  are  as  many  avenues  for  ac- 
complishing some  of  our  objectives  as  a medical  so- 
ciety or  association  as  there  are  through  unionism. 

The  report  lists  five  areas  in  which  medical  societies 
or  associations  can  actively  represent  the  economic 
interests  of  their  members  consistent  with  the  anti-trust 
laws. 

1 . Advocacy  of  positions  with  the  insurers  and  pro- 
viders. That  is,  medical  groups  can  advocate  reim- 
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bursement  should  be  made  with  specific  entities  or 
increased  for  specific  procedures.  The  limitations  are 
that  a medical  society  must  not  threaten  to  engage  in 
any  type  of  boycott.  Nor  may  it  discuss  specific  fee 
levels. 

2.  Medical  societies  can  establish  a competitive  en- 
terprise. That  is  to  say,  medical  societies  or  associa- 
tions may  form  HMOs  or  IPAs.  Under  these  entities 
they  can  engage  in  certain  forms  of  bargaining  activ- 
ities. 

3.  Economic  and  entrepreneurial.  That  is  to  say  a 
medical  association  may  counsel  its  members  on  any- 
thing to  do  with  economics  or  entrepreneurial  activi- 
ties. Societies  can  give  their  membership  access  to 
certain  expertise  in  this  respect. 

4.  Political  and  judicial  action.  Medical  associa- 
tions can  seek  to  advance  the  interest  of  their  members 
in  legislatures  and  before  regulatory  bodies.  They  can 
also  bring  legal  action  against  conduct  that  is  adver- 
sarial . 

5.  They  can  lend  assistance  to  employed  physi- 
cians. 

The  conclusion  of  Report  BBB  is  that  as  much  can 
probably  be  accomplished  as  a medical  association  or 
society  as  through  union  organization. 

No  one  is  more  concerned  than  your  President  and 
your  Board  of  Censors  over  how  to  deal  with  the  di- 


lemmas facing  us  all  each  day.  At  present,  we  are 
exploring  every  possible  avenue.  We  want  to  represent 
our  membership  and  to  do  things  that  will  be  in  your 
best  interest.  However,  we  do  not  want  to  strike  out 
blindly.  Therefore  we  are  seeking  the  best  legal  help 
available  before  engaging  in  any  activity  with  an  un- 
predictable outcome. 

The  paramount  concern  I think  we  need  to  keep  in 
mind  in  all  of  this  is  this:  we  want  to  remain  as  the 
patient’s  advocate.  Certainly  we  are  interested  in  the 
economic  aspects  of  many  of  the  rapidly  changing 
events.  Our  personal  welfare  should  not  be  our  only 
concern.  We  want  to  preserve,  above  all,  an  environ- 
ment where  we  can  treat  patients  to  the  best  of  our 
ability  and  achieve  the  best  results  possible  and  not  be 
forced  to  constantly  look  over  our  shoulders  and  con- 
cern ourselves  with  things  that  are  not  in  the  patient’s 
best  interest. 

We  did  not  become  physicians  to  litigate,  but  to 
heal.  I believe  that  we  must  all  remind  ourselves  of 
that  on  a routine  basis,  no  matter  how  infuriated  we 
become  with  marketplace  manipulations  by  those  with 
economic  power.  0 
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If  you're  willing  to  invest  your  skills  and 
knowledge  os  on  Air  Force  medical  officer, 
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medical  school.  Ifs  the  Armed  Forces  Health 
Professions  Scholarship  Program.  It  pays  for: 

★ Tuition; 
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★ Plus  a monthly  income  of  more  than  $550. 
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affords  you  maximum  benefits  with  steadily  decreasing  annual 
payments  when  you  apply  yearly  dividends  to  premiums. 
Physicians  who  purchased  a policy  in  1970  have  seen  a 30% 
reduction  in  their  net  annual  premiums. 


The  prognosis  for  continued  healthy  reductions  is  excellent. 


For  further  information  call  National  Financial  Resources 
John  W.  Minor  or  Henry  W.  Strong  (205)  933-6935. 


National  Life 

of  Vermont 


Custom  Hip  and  Knee  Prosthesis 
for  Limb-Salvage  Treatment  of 
Primary  Bone  Tumors 

Kenneth  A.  Jaffe,  M.D.* 

William  K.  Dunham,  M.D.t 


Abstract 

This  paper  reviews  the  experience  at  the 
University  of  Alabama  in  treating  17  primary 
bone  tumors  involving  the  hip  and  knee  region 
with  limb-salvage  surgery  and  reconstruction 
using  a custom  endoprosthesis.  This  procedure 
allows  a complete  removal  of  the  tumor  while 
preserving  the  extremity  with  a satisfactory 
cosmetic  and  functional  result.  There  were  7 
osteogenic  sarcomas,  7 chondrosarcomas,  1 
clear  cell  sarcoma,  1 malignant  fibrocystic  his- 
tiocytoma and  1 giant  cell  tumor.  Followup 
averaged  27  months.  The  average  age  of  the 
patients  was  47  years  (range  19-72).  The  func- 
tional results  of  4 excellent,  6 good,  7 fair,  and 
0 poor  were  based  upon  the  criteria  of  the 
Musculoskeletal  Tumor  Society  for  limb-sal- 
vage surgery.  Most  patients  were  able  to  am- 
bulate without  support  or  only  with  one  cane. 
The  major  factor  contributing  to  less  good  re- 
sults was  in  the  category  of  strength  and  sta- 
bility. Overall,  this  is  a very  satisfactory  method 
of  treatment  for  primary  bone  tumors  involv- 
ing the  hip  and  knee  region. 


* Orthopaedic  Resident,  University  of  Alabama  at  Birmingham, 
t Professor  of  Surgery,  University  of  Alabama  at  Birmingham.  Department  of 
Surgery,  Division  of  Orthopaedics/Orthopaedic  Oncology  University  of  Alabama  at 
Birmingham.  Reprint  Requests:  William  K.  Dunham,  M.D.,  University  of  Alabama 
at  Birmingham,  619  19th  Street  South,  Birmingham,  Alabama  35233. 


In  treating  patients  with  either  a soft  tissue  sarcoma 
or  a primary  bone  tumor,  the  goal  is  to  eliminate 
the  primary  tumor  and  to  prevent  local  recurrence  and 
distant  metastasis.  Recent  advances  in  orthopaedic  sur- 
gical techniques  coupled  with  adjuvant  chemotherapy 
and  radiation  therapy  have  contributed  enormously  to 
the  ultimate  survival  and  continued  functional  capacity 
in  these  patients.'"^ 

Surgical  resection  has  always  had  a major  role  in 
the  treatment  of  these  tumors."*  The  traditional  and 
classic  approach  had  been  ablative  surgery.^  Initial 
attempts  to  locally  resect  the  tumors  were  largely  aban- 
doned in  the  early  1900’s  because  of  the  very  high 
local  recurrence  rate.  Therefore,  amputation  was 
adopted  as  the  only  procedure  that  offered  a chance 
for  local  disease  control.^  However,  even  radical  op- 
erations have  been  plagued  with  a 10%  to  25%  local 
recurrence  rate  in  some  series.^  The  reasons  for  this 
very  high  local  failure  are  most  likely  related  to  mi- 
croscopic extension  of  tumor  beyond  the  excision  field. 

Does  amputation  give  a better  protection  against 
distant  tumor  spread  than  locally  radical  removal  of  a 
malignant  bone  tumor?  This  question  cannot  yet  be 
answered  by  yes  or  no.  It  is  well  known  that  circulatory 
tumor  cells  can  be  demonstrated,  at  least  as  long  as 
the  primary  tumor  has  not  been  removed.  It  seems 
unlikely,  then,  that  the  type  of  surgery  as  such  should 
have  an  influence  on  the  metastasizing  capacity  of  the 
tumor,  provided  that  the  tumor  removal  is  complete. 
These  arguments  would  speak  in  favor  of  conservative 
surgery,  by  which  a useful  limb  function  would  be 
preserved.* 
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39-year-old  female  — Clear  Cell  Sarcoma  — proximal  femur 


Limb  sparing  surgery  is  a procedure  that  removes 
a soft  tissue  or  bone  sarcoma  while  preserving  the 
extremity  with  a satisfactory  functional  and  cosmetic 
result/  This  is  the  preferred  approach  in  the  manage- 
ment of  patients  with  high  grade  sarcomas  when  local 
disease  can  be  completely  resected/- * Because  of 
the  risk  of  local  recurrence,  other  therapeutic  modal- 
ities may  be  used  in  conjunction  with  surgery  such  as 
radiation  and  chemotherapy.  The  rationale  of  preop- 
erative treatment  for  high  risk  sarcomas  is  based  upon 
the  recognition  that  certain  chemotherapeutic  agents 
have  significant  antisarcoma  activity"  and  further  that 
they  can  enhance  the  effects  of  concomitant  irradiation 
therapy. Theoretically,  the  sequential  use  of  chemo- 
therapy and  irradiation  therapy  preoperatively  can  more 
effectively  sterilize  the  periphery  of  the  tumor  bed  than 
either  alone,  although  this  has  not  been  proven  in  a 
controlled  clinical  trial. 

There  are  situations  when  limb  sparing  surgery  may 
not  be  indicated.  These  include  the  following:  (1)  Le- 
sions of  the  extremities  in  which  it  is  impossible  to 
achieve  adequate  surgical  margins  and  still  achieve  soft 
tissue  closure  and  (2)  Primary  lesions  that  involve  ma- 
jor vessels  and  nerves,  either  at  the  proximal  extremity 
or  in  a site  that  will  critically  compromise  function. 
Metastatic  disease  is  not  necessarily  a contraindication 
for  limb-sparing  surgery.'* 

Children  under  the  age  of  10  years  with  osteosar- 
coma and  who  have  anticipated  growth  remaining  in 
the  unaffected  limb  are  generally  considered  for  am- 
putation or  the  Van  Ness  rotation  plasty."  With  limb- 
sparing surgery,  they  would  have  a limb  length  dis- 
crepancy inadequate  for  function  when  resection  of  the 
tumor  includes  the  growth  plates  in  the  involved  ex- 
tremity. 

Primary  malignant  bone  tumors  frequently  occur  in 
the  hip,  knee,  and  shoulder  areas.  Local  radical  surgery 
often  involves  the  resection  of  part  of  a joint  or  the 


entire  joint.  Depending  on  the  extent  of  the  tumor, 
particularly  if  it  is  extraosseously  situated,  a certain 
amount  of  the  surrounding  soft  tissues  may  have  to  be 
included  in  the  resected  specimen.  The  functional  as- 
pects of  such  vast  removal  on  limb  preservation  have 
to  be  calculated  against  the  functional  results  after 
amputation.*  Reconstruction  should  provide  limb  func- 
tion that  is  equal  to  or  superior  to  the  function  of  a 
prosthetic  device.**  Following  resection,  there  are  sev- 
eral methods  that  have  been  described  for  reconstruc- 
tion. These  include  arthrodesis  with  or  without  au- 
tologous bone  transplants,  allografts,  custom  made 
endoprosthesis,  and  prosthesis  combined  with  allo- 
grafts. This  paper  reviews  the  experience  at  the  Uni- 
versity of  Alabama  of  reconstruction  following  limb- 
salvage  procedures  around  the  hip  and  knee  region 
with  custom  made  endoprosthetics.  We  believe  that 
this  is  a suitable  method  in  selected  cases. 


Resected  specimen  — 20  cm . proximal  femoral  section  including 
soft  tissue  component. 


continued  on  page  15 
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Free€k)m 
from  pain 

Just  one  part  of 
pain  relief  therapy. 


Vicodin  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL  1 
DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management,  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers;  less  nausea,  less  sedation,  less 
constipation. 

. ..and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  S mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic 


Specify  "Dispense  as  written  " for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 
WARNINGS: 


May  be  habit 


bitartrate  5 mg.  (Warning 
acetaminophen  500  mg. 


hydrocodone 
forming)  with 
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Drug  Abuse  and  Dependence:  VICODIN  ' is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dejaendence,  physical  dejaendence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore.  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Corsditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
y"  Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impairthe  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mcxsd  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incicience  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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Hip  and  Knee  Prosthesis 

continued  from  page  12 


Methods  and  Materials: 

Between  October  of  1980  and  October  of  1986,  17 
patients  with  primary  bone  tumors  of  the  hip  and  knee 
region  have  been  treated  at  the  University  of  Alabama 
without  amputation  using  a custom  endoprosthesis  for 
reconstruction.  There  were  8 custom  hip  and  9 custom 
knee  prostheses.  Seven  of  these  patients  had  osteo- 
genic sarcoma,  7 chondrosarcoma,  1 clear  cell  sar- 
coma, 1 malignant  fibrocystic  histiocytoma  and  1 giant 
cell  tumor.  The  patients  were  staged  according  to  En- 
neking  as  follows:  3 IB,  13  IIB,  0 III.*'*  A thorough 
pre-operative  evaluation  was  performed  prior  to  any 
surgery.  This  included  biplane  X-rays,  computerized 
tomography  of  the  lesion  and  the  chest,  and  routine 
laboratory  studies.  Radionuclide  scanning  has  become 
very  helpful  in  staging  and  defining  the  tumor  extent. 
Magnetic  resonance  imaging  has  only  recently  become 
available.  Its  value  lies  in  evaluating  the  soft  tissue 
mass  and  it  may  be  very  accurate  in  defining  the  extent 
of  osseous  involvement.’^  '^  Biopsy  of  the  lesion  is 
essential  to  the  diagnosis  and  staging.  The  fashion  by 
which  the  biopsy  is  performed  may  adversely  influence 
the  chance  of  limb  preservation.’^  An  open  biopsy 
was  performed  through  an  incision  that  could  be  easily 
excised  during  subsequent  en  bloc  resections.  Arteri- 
ography is  less  effective  in  defining  the  limits  of  the 
lesion  but  can  more  accurately  assess  the  location  and 
involvement  of  the  major  vessels  by  the  tumor  and  a 
catheter  is  positioned  in  a major  vessel  perfusing  the 
tumor  to  be  used  for  the  intra-arterial  chemotherapy. 
The  method  used  to  treat  5 of  these  patients  with  high 
grade  sarcomas  was  that  described  by  Morton  at 
UCLA.^-®  *^  The  patients  received  pre-operative  intra- 
arterial Adriamycin  (30mg/day  X 3’/2  days)  and  ra- 
diation therapy  (1750  rads  over  5 days). 

Surgical  removal  of  the  tumor  was  then  accom- 
plished either  by  wide  resection  or  marginal  resection. 
We  attempted  to  take  a margin  of  normal  tissue  in  all 
planes  (wide  resection).  This  was  accomplished  in  12 
of  the  17  cases.  The  other  5 cases  had  their  tumor 
removed  by  a marginal  resection.  This  means  that  at 
least  one  of  the  surgical  margins  was  through  reactive 
tissue  or  pseudocapsule  at  an  edge  of  the  tumor.  The 
marginal  excision  was  done  when  the  proximity  of  the 
tumor  to  the  vital  vessels  and  nerves  allowed  no  wide 
margin  short  of  an  amputation.  After  the  margins  of 
resection  were  planned,  a custom  prosthesis  was  fab- 
ricated using  the  limb  scanogram  calibrated  for  antic- 
ipated resection  and  length.  The  time  for  manufacture 
was  21  days  and  this  interval  was  utilized  for  the 
administration  of  the  chemotherapy  and  radiation  ther- 
apy. 


Area  of  resected  tumor 


Results 

The  followup  of  these  17  patients  averaged  28  months 
(range  2-66).  There  were  no  local  recurrences,  4 pa- 
tients had  metastasis  and  3 died.  Five  patients  received 
post-operative  systemic  chemotherapy  and  3 patients 
received  intra-arterial  Adriamycin  and  local  radiation 
because  of  a more  malignant  tumor  than  was  assessed 
on  biopsy  specimen.  One  patient  dislocated  his  hip  in 
the  perioperative  period  requiring  closed  reduction  un- 
der general  anesthesia.  There  was  1 hematoma  and  2 
infections  requiring  irrigation  and  debridement  with 
no  sequelae.  The  average  length  of  resection  for  the 
proximal  femur  was  21  cm.  and  distal  femur  20  cm. 
There  were  no  complications  related  to  prosthetic  fail- 
ure (ie.  loosening  or  breakage).  The  functional  results 
were  based  upon  the  criteria  of  the  Musculoskeletal 
Tumor  Society  for  evaluation  following  limb-salvage 
surgery.'^  The  primary  factors  considered  are:  (1)  mo- 
tion (2)  pain  (3)  stability/deformity  (4)  strength  (5) 
emotional  acceptance/functional  activities  and  (6) 
complications.  Overall  there  were  4 excellent,  6 good, 
7 fair,  and  no  poor  results. 
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Custom  prosthesis  in  place 


Discussion 

The  development  of  limb-sparing  surgery  using 
prosthetic  devices  has  been  in  part  a combination  of 
the  search  of  orthopaedists  for  improved  methods  of 
dealing  with  skeletal  defects,  deformed  bony  struc- 
tures, and  destroyed  joints,  and  has  borrowed  heavily 
from  all  of  the  other  disciplines  within  orthopae- 
dics.'^-Recent  advances  with  design  and  materials 
have  made  even  large  reconstructions  a comparatively 
safe  procedure.  There  are  inherent  problems  with  pros- 
thetics. These  include:  (1)  attachment  of  tendons  to 
metal  (2)  ability  to  withstand  wear  and  tear  for  decades 
and  (3)  loosening  of  the  components.'^ 


Radiograph  of  bipolar  custom  total  hip  prosthesis 


For  limb-sparing  surgery  proper  selection  of  patients 
and  surgical  planning  is  mandatory.  The  aim  is  erad- 
ication of  the  disease  and  the  resection  must  be  ade- 
quate according  to  the  well  established  principles  of 
oncologic  surgery.^'  The  extent  of  resection  can  now 
be  more  meticulously  and  safely  calculated  with  the 
aid  of  computerized  tomography,  scintigraphy,  and 
magnetic  resonance  imaging.  Relative  contraindica- 
tions for  wide  resection  are  involvement  of  major  nerves 
and  vessels.  The  resection  of  nerves  frequently  leads 
to  an  anesthetic  foot.  However,  with  proper  care  akin 
to  diabetic  foot  counseling,  patients  can  tolerate  rel- 
ative insensitivity  without  significant  morbidity.  The 
use  of  saphenous  or  prosthetic  arterial  grafts  have  been 
used  in  the  face  of  vascular  invasion. 

In  lesions  involving  the  proximal  femur  the  length 
resected  depends  on  the  extent  of  the  osseous  lesion. 
The  surgical  approach  is  posterior  with  the  patient  in 
the  lateral  position  to  give  wide  exposure.  The  excised 
muscle  mass  usually  involves  the  iliopsoas,  gluteus 
medius,  gluteus  minimus,  and  occasionally  the  gluteus 
maximus  muscle.  The  femoral  neurovascular  struc- 
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tures  are  isolated  anteriorly  and  the  sciatic  nerve  is 
isolated  and  protected  posteriorly. A proximal  femur 
replacement  prosthesis  with  a bipolar  head  is  then  in- 
serted for  reconstruction.  Total  hip  arthroplasty  is  oc- 
casionally utilized.  Patients  have  done  extremely  well 
in  terms  of  ambulation,  but  due  to  the  weakness  of  the 
abductors,  a cane  is  often  required  for  ambulation  to 
prevent  a significant  gluteus  lurch. 

For  lesions  of  the  distal  femur  or  proximal  tibia, 
utilization  of  a custom  made  segmental  prosthesis  with 
total  knee  replacement  provides  an  effective  means  of 
restoring  skeletal  continuity  while  maintaining  the 
function  of  the  knee  joint.  Surgery  is  carried  out  with 
the  patient  in  the  supine  position.  A medial  approach 
is  utilized  which  will  easily  allow  the  femoral  and 
popliteal  artery  to  be  identified  although  other  ap- 
proaches are  often  dictated  by  the  location  of  the  bi- 
opsy incision  or  previous  surgery.  If  the  joint  is  free 
of  tumor,  part  of  the  quadriceps  mechanism  and  the 
patella  can  be  retained  and  is  necessary  for  a func- 
tioning knee  joint.  If  the  joint  is  potentially  involved, 
or  in  extracompartmental  lesions,  an  adequate  resec- 
tion usually  requires  removal  of  the  distal  femur  or 
proximal  tibia  with  its  surrounding  capsule,  ligaments, 
and  muscles.  Because  the  resection  necessitates  sac- 
rificing the  knee  ligament  stabilizers,  the  resulting  lack 
of  stability  requires  a semi  constrained  total  knee  re- 
placement such  as  the  Nodes  rotating  hinge  design. 
This  prosthesis  has  an  inherent  rotation  that  helps  dis- 
sipate the  stresses  that  cause  failure  in  the  totally  con- 
strained hinge  prosthesis.  Skin  and  soft  tissue  coverage 
for  the  proximal  tibial  lesion  is  difficult  at  times  and 
requires  gastrocnemius  muscle  flaps  and  skin  grafts. 

An  alternative  to  endoprosthetics  for  reconstruction 
following  resection  of  the  distal  femur  or  proximal 
tibia  is  arthrodesis  of  the  knee  with  an  intra-medullary 


rod  and  segmental  bone  grafting. Although  the 
inability  to  bend  the  knee  is  a functional  handicap  and 
an  inconvenience  to  the  patient,  this  procedure  pro- 
vides a stable,  pain-free,  weight  bearing  extremity. 


Patient 

Diagnosis 

Site 

Followup 

Mo. 

Age 

Sex 

Stage 

1. 

HG 

CSA 

R Prox  Fern 

4 

72 

M 

IIB 

2. 

SJ 

Parosteal  OSA 

L Dist  Fern 

60 

35 

F 

IB 

3. 

DK 

OSA 

L Dist  Fern 

12 

29 

F 

IIB 

4. 

CC 

Paraosteal  OSA 

L Dist  Fern 

29 

53 

M 

IB 

5. 

LB 

OSA 

L Prox  Fern 

66 

65 

F 

IIB 

6. 

HD 

Chondrosarcoma 

R Prox  Fern 

13 

64 

M 

IIB 

7. 

EP 

Chondrosarcoma 

R Prox  Fern 

15 

71 

M 

IB 

8. 

MP 

Clear  Cell  Sar 

L Prox  Fern 

2 

39 

F 

IIB 

9. 

HH 

GCT 

R Prox  Fern 

36 

34 

M 

10. 

TS 

OSA 

R Dist  Fern 

12 

19 

M 

IIB 

11. 

CT 

Chondrosarcoma 

R Prox  Fern 

43 

58 

M 

IIB 

12. 

DM 

Parosteal  OSA 

L Dist  Fern 

48 

32 

F 

IIB 

13. 

EM 

Chondrosarcoma 

L Prox  Fern 

53 

62 

F 

IIB 

14. 

BE 

OSA 

R Dist  Fern 

5 

59 

F 

IIB 

15. 

CS 

Chondrosarcoma 

L Prox  Tib 

12 

21 

M 

IIB 

16. 

PS 

Chondrosarcoma 

R Dist  Fern 

25 

35 

F 

IIB 

17. 

JB 

MFH 

L Dist  Fern 

28 

47 

M 

IIB 
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* Intralesional 


This  is  the  recommended  procedure  in  the  young  pa- 
tient or  in  someone  who  might  abuse  the  limb  because 
of  occupational  requirements  or  body  habitus.  It  has 
been  shown  that  the  large  autografts  for  fusion  will 
heal  in  the  face  of  pre-operative  and  post-operative 
Adriamycin  chemotherapy.^^ 

Allograft  replacement  is  another  reasonable  alter- 
native for  reconstruction.  There  is  a high  incidence  of 
infection,  fracture  and  osteonecrosis,  but  if  these  com- 
plications can  be  avoided,  the  results  have  been  good.^'* 

Conclusion 

In  final  summary,  the  overall  results  of  limb-salvage 
surgery  using  an  endoprosthesis  for  reconstruction  is 
very  satisfactory.  A good  or  satisfactory  weight  bear- 
ing capacity  is  generally  achieved,  and  most  patients 
are  able  to  walk  on  flat  ground  with  one  stick  or  even 
without  support.  Improvements  with  the  technique  are 
being  developed.  These  include:  (1)  better  materials 
to  withstand  wear  (2)  improved  fixation  methods  such 
as  porous  ingrowth  and  (3)  modular  component  design 
to  possibly  construct  the  appropriate  device  in  the  op- 
erating room  from  stocked  components  and  having  the 
users  ability  to  change  component  dimensions  should 
the  extent  of  the  tumor  vary  from  pre-operative  eval- 
uation. The  problems  of  tumor  recurrence  or  metastasis 
should  be  evaluated  independently  from  the  functional 
results.  Improvements  in  pre-operative  and  post-op- 
erative chemotherapy  have  contributed  significantly  to 
survival  but  controlled  prospective  studies  are  needed. 
Another  area  of  improvement  is  the  recognition  of  the 
disease  sufficiently  early  to  avoid  distant  metastasis 
and  enable  more  patients  to  benefit  from  en  bloc  re- 
section. S 


Lateral  view  of  custom  knee  prosthesis 
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Custom  total  knee  prosthesis  in  place 
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Inflation,  new  tax  laws  and  a runaway  federal  budget  deficit  have 
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If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
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The  best  weapon  against  breast 
cancer  is  early  detection. 

And  that’s  why  a mammogram 
is  so  important. 

It  “sees”  breast  cancer  before 
there’s  a lump,  \\hen  the  cure 
rates  are  near  100%.  That  could 
save  your  life;  it  might  even  save 
your  breast. 

Although  not  perfect,  a mam- 
mogram is  still  the  most  effective 
weapon  against  breast  cancer. 

And  if  you’re  over  35,  it’s  essential 
you  have  one. 

Because  all  breast  cancer  needs 
is  a place  to  hide. 

Have  A Mammogram. 
Give  Yourself  The  Chance 
Of  A Lifetime. 

A/WIERICAN 

VCANCER 

TSOaETY® 


( ARAFATE^ 

(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CAFIAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Specialized  ulcer  therapy 


When  advancing  age 

signals  ireduced 

% % 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.^-^ 


Declining  gastric  secretion  and  age' 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


Parafate' 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 

1595H7 


There’s  never  been  a better  time  for  her... 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  wdth  a progestin.'^ 


PREMARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


’PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 


Please  see  foUowing  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 

PREAAARIN 

(conjugated  estrogens  tablets) 


„PR^hH  PREI^FaN 

0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  ot  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN' 

(conjugated  estrogens) 

“I* 

Vaginal 

Cream  I i „ 

...  PrBinsrIn 

(coMJiedeawJWl 

0.625  mg/g  f 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN>  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream,  in  a nonliquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reporled  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  lectors  lor  endometrial  cancer  These  studies  are  further  supported  by  Ihe  linding 
that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dillerent  areas  ot  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ot  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  Ihe  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  IrealmenI 
IS  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  lor  continued  therapy  Although  Ihe  eyidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  adminislralion  ot  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  il 
Iherelore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  al  present 
that  ' naturaT'  estrogens  are  more  or  less  hazardous  lhan  'synthetic ' eslrogehs  al  equi-eslrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  Ihe  ollspnng  It  has  been  shown  that  females  exposed  in  ulero  to  dielhylstilbesirol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  life,  a form  ol  vaginal  or  cervical  cancer  thal  is 
ordinarily  extremely  rare  This  risk  has  been  eslimaled  as  nol  greater  lhan  4 per  1 000  exposures 
Furlhermore.  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epilhelial  changes  ol  Ihe  vagina  and  cervix  Allhough  these  changes  ate  histologically 
benign,  it  is  nol  known  whethei  they  are  precursors  ol  malignancy  Although  similar  data  are  nol  available 
with  Ihe  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  nol  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  lemale  sex  hormones  and  congenital 
anomalies,  including  congenilal  heart  detects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  ol  limb-ieduction  delects  in  inlants  exposed  in  ulero  to  sex  hormones 
(oral  contraceptives,  hoimone  withdrawal  tests  lor  pregnancy,  or  altempled  IrealmenI  tor  threatened 
abortion)  Some  ol  Ihese  exposures  were  very  short  and  involved  only  a lew  days  ol  IrealmenI  The  data 
suggest  that  the  risk  ol  limb-ieduclion  delects  in  exposed  letuses  is  somewhat  less  lhan  1 per  1.000  In  the 
past,  lemale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  thal  estrogens  are  inelleclive  lor  Ihese  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progeslogens  are  ellective  lor  Ihese  uses  II  PREMARIN  is  used 
during  pregnancy,  or  it  Ihe  palieni  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
polenlial  risks  to  Ihe  letus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugated  estrogens.  USP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  Ihe  average  composition  ol  material  derived  Irom  pregnant  mares' 
urine  II  contains  eslione,  equilin.  and  17a-dihydioequilin,  logethei  with  smaller  amounts  ol  17a-estradiol 
equilenin.  and  17a-dihydioequilenin  as  sails  ol  then  sullale  esters  Tablets  are  available  in  0 3 mg,  0 625  mg.  0 9 
mg,  125  mg,  and  2 5 mg  strengths  ot  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets.  USP)  Moderale-to-severe  \iaiomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  ellective  lot  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  Ihe  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  etteclive  dose  appropriate  lot  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  tor  7 ot  more  days  ol  a cycle  ol  estiogen  administialion  have 
reporled  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  Ihe 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  to  provide  maximal  maturation  ol  Ihe 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  proleclion  Irom  endometrial 
carcinoma  has  nol  been  clearly  established  There  are  possible  additional  iisks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  iinporlanl,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  ellecls 
CONTRAINDICATtONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  the  lollowing  conditions 
1 Known  or  suspected  cancer  ol  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  eslrogen-dependenl  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  ihrombophlebilis.  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  IrealmenI  ol  breast  or  proslatic  malignancy) 

(WARNINGS:  Estrogens  have  been  reporled  to  increase  Ihe  risk  ol  endometiial  caicinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancel  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  Ihe  risk  ol  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  ellects  ol  oral  contraceptives  may  be  expected  al  the  larger  doses  ol  estrogen  used  to  treat  proslatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  lor  proslatic  cancer  and  women  for  postpartum  breast  engorgemeni  Users  ot  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  Ihrombophlebilis.  pulmonary  embolism,  stroke,  and 
myocardial  inlarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuiilis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  II  feasible,  estrogen  should  be  discontinued  al  least  4 weeks  before 
surgery  ol  Ihe  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  palienis  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  ol  nonlalal  myocardial  inlarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  the  thromboembolic  and  thrombotic  adverse  etiecis  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  Ihe  menopause  and 
blood  pressure  should  be  monilored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estroqen-conlaining  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  caielully 
obseived  Estrogens  may  lead  to  severe  hypercalcemia  ih  patients  with  breast  cancer  and  bone  meiasiases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  to  Ihe 
initiation  ol  any  estrogen  therapy  with  special  relerence  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  lhan 
one  year  without  another  physical  examination  being  performed  Conditions  inlluenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dystunction.  reguire  caretui  observation  Certain  palienis  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  Ihe  iisk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carelully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estiogen 
therapy  when  relevant  specimens  are  submitted  II  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Esliogens  should  be  used  with  care  in 
patients  with  impaired  liver  tunclion.  renal  insulliciency.  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  nol  yet  complete  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  ellects  on  carbohydrate  and  lipiO  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sullobromophihalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII.  IX,  and  X.  decreased  antilhrombm  3,  increased  norepinephrine- 
induced  platelet  aggregabilily 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T,  by  column,  or  T,  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  tree  T,  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  melyrapone  lest 
g Reduced  serum  lolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a geneial  principle,  Ihe  administialion  ol  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administialion  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  trequency  ol  carcinomas  ol  Ihe  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ot  postmenopausal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  coniugated  estrogens 
ADVERSE  REACTIDNS:  The  lollowing  have  been  reported  with  esitogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  IrealmenI.  increase  in  size  ol  uterine  libromyomala,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystilis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  laundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  disconlinued.  erythema  multilorme.  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  han  hirsutism,  steepening  ol  corneal  curvature:  intolerance  to  contact  tenses,  headache, 
migraine,  dizziness,  menial  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ot  porphyria,  edema,  changes  in  libido 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  shorl-lerm  use  only  For  treatment  ot  moderale-lo-severe  vasomotor  symptoms,  atrophic 
vaginitis.  01  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
thal  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oft)  Attempts  to  discontinue  or  lapei 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castralion  Osteoporosis  — 0 625  mg  daily  Administration  should  be 
cyclic  (eg  three  weeks  on  and  one  week  oil)  Female  castration— 1 25  mg  daily,  cyclically  AdiusI  upward  or 
downward  according  to  response  ol  Ihe  patient  Foi  maintenance,  adiust  dosage  to  lowest  level  that  will  provide 
ellective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ol  persisteni  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  IrealmenI  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  thal  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oti) 

Attempts  to  discontinue  01  taper  medication  should  be  made  al  three-  to  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  iniravaginally.  depending  on  the  seventy  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  Ihe  event  ot  persistent  01  recuriing 
abnormal  vaginal  bleeding 
References: 
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Brunneroma 
A Case  Report 

T.  Nagendran,  M.D.* 
Franklin  Imm,  M.D.t  and 
Karyn  L.  Butlerl: 


Benign  duodenal  tumors  are  rare  representing  only 
0.008%  of  surgical  and  autopsy  specimens.'  This 
rarity  is  attributed  to  the  relative  less  time  of  contact 
with  carcinogens  as  opposed  to  colon  and  stomach 
where  the  incidence  of  cancer  is  high.^ 

Some  of  the  benign  tumors  arising  from  duodenum 
are:  leiomyoma,  lipoma,  carcinoid,  and  ectopic  pan- 
creatic tissue  and  Brunneromas.  Among  these  Brun- 
neromas  or  Brunner’s  gland,  adenoma  represents 
10.6%.'  Brunner’s  glands  are  peculiar  to  small  intes- 
tine. They  were  first  described  by  Brunner  in  1688^ 
and  are  located,  for  the  most  part,  in  the  first  portion 
of  the  duodenum."^  Brunner’s  glands  extend  into  sub- 
mucosa and  empty  into  crypts  of  Leiberkuhn.  The 
normal  physiologic  function  of  these  glands  is  not 
known.  Grossman^  suggests  that  alkaline  secretion  of 
Brunner’s  glands  protects  the  duodenal  mucosa  from 
the  acid  chyme  and  indeed  hyperplasia  may  result  from 
increased  stimulation  by  acid. 

Brunneromas  are  rare  and  described  first  by  Salvioli 
in  1872.^  Since  that  time,  there  have  been  less  than 
100  reported  cases  in  English  literature.  They  are  mostly 
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found  in  the  duodenal  bulb  and  are  usually  1-2  cm  in 
diameter,  and  range  from  a few  millimeters  to  8 cm. 

The  etioilogy  of  these  tumors  is  not  known.  They 
are  considered  to  be  hamartomas  with  a predominance 
of  Brunner’s  gland  elements.  Goldman^  showed  that 
in  most  cases  there  is  an  admixture  of  both  acinar  and 
ductular  elements  which  would  be  unusual  for  either 
hyperplasia  or  neoplasia.  They  are  not  considered  to 
be  pre-malignant.  Only  one  case  of  cancer  in  Brun- 
neroma has  been  reported  in  the  literature."^ 

The  clinical  presentation  is  nonspecific  and  in- 
cludes: a)  vague  abdominal  pain  or  discomfort;  b)  vom- 
iting in  cases  of  duodenal  obstruction;  c)  upper  GI 
bleeding,  like  in  our  case  (this  is  usually  associated 
with  erosion  or  ulceration;  and  d)  extra-hepatic  biliary 
obstruction."  DeCastella^  reported  52%  of  patients  with 
upper  abdominal  discomfort,  43%  with  bleeding,  and 
24%  with  melena  needing  blood  transfusion.  Radio- 
logically,  these  tumors  cannot  be  differentiated  from 
other  benign  tumors  of  the  duodenum.  Usually  there 
is  a sessile  and/or  polypoid  smooth  walled  filling  defect 
in  the  duodenal  bulb.'* 

Treatment  is  local  excision  when  they  are  sympto- 
matic. Gastroduodenoscopy  will  decide  open  vs  en- 
doscopic removal  of  these  tumors.  In  our  case,  absence 
of  pedicle  forced  us  to  remove  the  lesion  via  celiotomy. 
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Figure  I . GI  showing  duodenal  polyp. 


1 

Figure  2.  Duodena!  polyp. 


Endoscopic  removal  can  be  done  a)  if  the  lesion  is 
small;  b)  if  they  are  pediculated;  and  c)  if  ampulla  of 
vater  can  be  identified  easily.'® 


Case  History 

This  65-year-old,  Caucasian,  male  veteran  was  ad- 
mitted to  the  Medical  Service  of  Tuskegee  VAMC  in 
October  1985  with  massive  upper  GI  bleeding.  A gas- 
troduodenoscopy  was  done  on  admission  but,  due  to 
a large  amount  of  blood,  the  visibility  was  poor.  The 
patient  was  treated  with  nasogastric  suction,  intrave- 
nous fluids,  blood  transfusions,  and  Hj  blockers.  He 
stopped  bleeding.  Before  discharge,  an  upper  gastro- 
intestinal series  was  done  and  revealed  a 2 cm  smooth 
filling  defect  in  the  duodenal  bulb.  (Fig.  1)  A repeat 
endoscopy  was  done  but  the  Brunneroma  was  not  seen. 

The  patient  was  discharged  on  antacids.  He  was 
readmitted  in  March  1986  with  upper  gastro-intestinal 
bleeding.  After  initial  resuscitation,  an  endoscopy  con- 
firmed the  polypoid  lesion  in  the  duodenum  with  no 
evidence  of  active  bleeding.  A pedicle  could  not  be 
readily  seen;  so,  the  lesion  was  not  removed  through 
the  scope.  At  celiotomy,  the  lesion  was  found  to  be  a 
sessile  polypoid  lesion.  (Fig.  2)  0 
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TheUltimateMachineDeserves 
TheMostPreciseSurgeryEver  Known. 


The  human  body  was  created  by  God  to 
function  for  a lifetime,  with  circuitry  that 
cannot  be  duplicated  and  powers  that  cannot 
be  measured.  However,  the  ultimate  machine 
can  sometimes  break  down.  For  this  reason, 
St.  Vincent's  Hospital  now  offers  the 
technology  of  laser  surgery— the  most  precise 
surgery  ever  known. 

What  Are  The  Benefits  Of  Laser 
Surgery? 

Laser  surgery  gives  the  physician  precise 
surgical  control.  Perfectly  aligned  beams  of 
laser  light  allow  surgery  to  be  performed  with 
less  bleeding  and  pain.  This  means  fewer 
blood  transfusions  and  quicker  recovery. 
This  technology,  which  may  often  be 
performed  on  an  outpatient  basis,  has 
transformed  the  science  of  surgery. 


Why  SL  Vincent's  Laser  Center? 

St.  Vincent's  Hospital  has  committed  the 
resources  and  the  personnel  to  offer  the  most 
advanced  laser  services  in  the  region.  The  St. 
Vincent's  Laser  Center  not  only  provides  the 
full  realm  of  coordinated  laser  services,  it 
actively  trains  and  accredits  physicians  and 
staff  in  the  use  of  lasers.  Its  laser  capabilities 
are  second  to  none,  and  include  the  Nd;YAG, 
Argon  and  CO2  lasers.  The  experience,  the 
training  and  the  caliber  of  physicians  and 
staff  mean  that  St  Vincent's  can  offer  the  most 
precise  surgery  ever  known ...  for  ophthal- 
mology, urology,  gynecology,  general 
internal  use  and  a wide  range  of  other 
surgical  specialties,  such  as  neurosurgery, 
orthopedics  and  plastic  surgery. 

St  Vincent's  Laser  Center  can  answer  the 
question,  "I  wonder  if  a laser  could  be  used 
for  my  surgery?"  For  more  information  about 
the  Laser  Center,  call  1-800-331-6777. 


^.Vincent^Hospital 

PO.  Box  ^15,  Birminghdm.  Alabama  35201 

Light  Years  Ahead  In  Laser  Surgery. 


A Member  Of  The  Daughters  Of  Chanty  National  Health  System 


Pediatrics  (and  Medicine) 
Then  and  Now 

C.  Kermit  Pitt,  M.D.,  F.A.A.P.* 


Editor,  Alabama  Medicine: 

C.  Kermit  Pitt,  M.D.,  has  been  a clinical 
faculty  member  here  at  the  School  of  Primary 
Medical  Care  for  the  past  10  years.  From  time 
to  time  during  that  period  he  has  shared  with 
students  and  residents  his  observations  and  ex- 
periences about  the  changes  in  medicine  in  the 
Tennessee  Valley  which  have  occurred  over  the 
past  40  years.  Our  students,  residents  and  fac- 
ulty have  benefited  tremendously  from  his  rec- 
ollections, reflections  and  evaluations,  and  his 
predictions  for  the  future. 

It  was  my  feeling  that  the  physicians  of  Al- 
abama and  elsewhere  would  also  enjoy  and 
benefit  from  his  extraordinary  fund  of  knowl- 
edge. At  my  request.  Dr.  Pitt  agreed  to  write 
this  informative  and  delightful  article.  It  strikes 
me  that  these  two  words  also  describe  Dr.  Pitt 
— informative  and  delightful. 


* Clinical  Professor  of  Pediatrics,  School  of  Primary  Medical  Care.  The  University 
of  Alabama  in  Huntsville, 

John  R.  Montgomery,  M.D.,  Professor  and  Chief  of  Pediatric  Programs.  School 
of  Primary  Care,  The  University  of  Alabama  in  Huntsville. 


Environmental  Statistics 

The  population  of  Decatur,  Alabama  in  1940  was 
17,000  and  that  of  Huntsville  17,000.  Decatur 
General  Hospital  was  an  institution  of  fifty  beds.  There 
was  no  clinical  laboratory  and  no  X-ray  department. 
Laboratory  and  X-ray  work  was  done  by  a nurse  or 
the  physician  himself.  The  only  X-ray  machine  was  a 
small  portable  one.  A newborn  nursery  with  running 
water  was  years  in  the  future. 

Physicians  in  Morgan  County  numbered  26  (more 
than  100  today)  and  in  Madison  County  29  (now  about 
300).  All  members  of  the  medical  profession  in  Mor- 
gan except  two  were  general  practitioners.  The  two 
specialists  did  eye,  ear,  nose  and  throat,  were  largely 
self-taught  but  performed  creditably.  North  Alabama’s 
only  American  Board  certified  specialist  was  an  in- 
ternist in  Florence. 

Entering  medical  school  fifty-two  years  ago  (1935), 
I began  work  in  Decatur  in  the  autumn  of  1940  and 
became  the  first  Board  certified  physician  in  Morgan 
County. 

Lest  anything  in  this  paper  be  misinterpreted,  I wish 
to  emphasize  that  my  respect  for  our  family  and  general 
practitioners  has  always  been  nothing  but  great  and  I 

continued  on  page  32 


30  / Alabama  Medicine,  The  Journal  of  MAS  A 


For  faster  claims  payment, 
count  on  the  card^s  computer 

And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD.“ 

Blue  Cross 


and 


Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Pediatrics  (and  Medicine) 

continued  from  page  30 


have  more  than  once  remarked  to  pediatric  colleagues 
that  if  we  are  not  diligent  they  will  do  better  child  care 
than  we. 

A few  national  statistics  may  be  of  interest.  The 
American  Academy  of  Pediatarics  was  formed  in  1930 
with  1000  physicians  limiting  practice  to  the  specialty. 
The  American  Board  was  organized  in  1933  and  in 
the  following  twenty  years  5,360  physicians  were  cer- 
tified. At  the  present  time  the  number  exceeds  36,000. 
A 1948  national  survey  indicated  less  than  5,000  pe- 
diatricians in  the  United  States.  Half  of  these  were 
members  of  the  Academy  and  seventy-five  percent 
were  in  cities  of  greater  than  50,000  population.  Fifty 
percent  had  less  than  one  year  of  formal  pediatric  train- 
ing. Twelve  percent  of  all  child  health  care  was  pro- 
vided by  pediatraicians.  Seventy-five  percent  was  by 
general  practitioners  whose  average  formal  pediatric 
training  was  less  than  one  month. 

Physicians  in  North  Alabama  in  the  decades  of  1930 
and  1940  were  office  based  but  still  made  many  home 
visits.  It  was  not  unusual  for  the  busy  doctor  to  make 
ten  to  twenty  such  calls  in  one  day.  Deliveries  were 
almost  all  in  the  home  and  usually  without  anaesthesia, 
or  with,  atmost,  a few  breaths  of  chloroform.  Annual 
evaluation  of  health  status,  growth  and  development 
was  practically  unknown.  Office  and  house  calls  were 
almost  entirely  for  treatment  of  disease. 

Practice  expense  was  minimal  and  income  taxes  in- 
significant. Accounts  were  often  paid  on  annual  basis 
and  many  people  resented  reception  of  statements  by 
mail  (“duns”). 

The  average  pediatrician’s  fee  for  an  office  visit  was 
two  to  three  dollars  as  compared  with  twenty-five  or 
more  today.  A well  known  and  revered  physician,  near 
retirement,  once  told  me  that  his  gross  income  the  first 
year  was  less  than  twenty  dollars.  He  also  said  that  he 
had  never  mailed  a statement  for  services. 

Medical  liability  suits  were  rare  and  judgements  in 
favor  of  plaintiffs  even  more  so.  This  is  in  contrast  to 
conditions  which  exist  today.  In  fact,  during  the  first 
100  years  of  this  nation  less  than  thirty  medical  mal- 
practice cases  were  recorded  in  the  appeals  courts.  Cost 
of  liability  insurance  was  insignificant.  Today  one  in 
every  five  physicians  has  a pending  or  actual  suit  against 
him  or  her  and  more  than  75,000  such  litigations  occur 
annually.  A few  years  ago  a medical  liability  award 
of  more  than  a million  dollars  had  never  been  made 
by  a jury.  Last  year  more  than  250  such  awards  were 
granted.  In  our  state  a single  award  was  in  excess  of 
twenty  million.  Fortunately,  the  judge  made  a reduc- 
tion. Nationally,  the  average  award  is  now  almost  one 
million.  Some  of  our  nation’s  400  billion  health  care 
bill  may  be  attributed  to  excessive  and  redundant  di- 
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agnostic  and  treatment  procedures  made  necessary  by 
the  need  to  practice  defensive  medicine.  Premiums  are 
astounding.  Florida  and  New  York’s  Long  Island  ob- 
stetricians now  pay  above  100,000  dollars  and  their 
neurosurgeons  more  than  150,000  annually.  Next  year 
Alabama  obstetricians,  those  still  in  practice,  and  neu- 
rosurgeons expect  to  pay  60,000  dollars  or  more.  Pre- 
miums for  pediatricians,  though  considerably  less  than 
those,  are  significant  in  their  influence  upon  the  per- 
ceived necessity  to  practice  defensive  medicine  and, 
thereby,  increase  cost  of  care. 

The  1940  national  mortality  rate  for  infants  was  49 
per  1000  live  births  (61  in  Alabama).  The  rate  for  1986 
was  10.4  (Alabama  13.4).  Maternal  rates  for  those 
years  were  40  per  10,000  live  births  and  less  than  one. 
Overall,  life  expectancy  has  increased  by  more  than 
six  years  since  1940  (about  30  years  in  the  last  century) 
and  today  the  average  female  infant  may  expect  to  live 
until  78-80  years  of  age  and  the  male  to  71-2. 

Drugs  and  Immunizing  Agents 

The  1935  arsenal  of  drugs  included  and  was  largely 
limited  to  quinine,  crude  digitalis,  morphine,  a few 
arsenicals,  one  insulin,  calomel.  Prior  to  that  time  no 
patient  enjoyed  aid  from  sulfa  drugs,  penicillins,  strep- 
tomycins, cephalasporins,  aminoglycosides,  steroids, 
bronchodialators,  beta-blockers  and  agonists,  antithy- 
roid drugs,  oncology  medicines,  anti-depressants  and 
the  hosts  of  other  present  day  therapeutics. 

The  first  sulfa  drug,  sulfanilamide,  became  avail- 
able the  year  1 entered  medical  school,  1935.  A crude 
injectable  form  of  penicillin  came  in  1943  and  strep- 
tomycin in  1946.  Prior  to  the  availability  of  these  and 
subsequent,  not  mislabeled,  miracle  drugs  numerous 
infections  were  invariably  fatal.  Among  them  were 
tuberculous  meningitis,  miliary  tuberculosis,  bacterial 
endocarditis. 

Immunizing  agents  were  new,  few  and  under  used. 
Smallpox  and  typhoid  vaccines  were  best  known  but 
diphtheria,  tetanus  and  pertussis  in  early  use.  Few 
people  expected  the  near  availability  of  measles,  mumps 
or  poliomyelitis  vaccines.  Hepatitis  and  influenza  vac- 
cines were  decades  away. 

Diagnostic  facilities  were  sparse  and  relatively 
underdeveloped.  Some  X-ray  and  cardiographic  ma- 
chines were  in  use  but,  surely,  few  had  dreamed  of 
Cat-scanners,  ultrasound  or  magnetic  resonance  im- 
aging. 

Surgery 

Fifty  years  ago  surgery  was  a respected  specialty 
about  to  explode  into  incredible  expansion.  Chest  sur- 
gery was  in  its  infancy  and  no  appreciable  amount  of 
cardiovascular  work  in  progress.  In  1938  Robert  Gross, 
pediataric  surgeon  at  Children’s  Hospital,  Boston,  did 
the  first  patent  ductus  correction  and  a few  years  later 
Dr.  Blalock  at  Hopkins  performed  the  first  successful 


Tetralogy  of  Fallot  operation  and  soon  this  procedure 
and  its  modifications  by  Willis  Potts,  Chicago  Chil- 
dren’s Hospital  pediatric  surgeon,  became  useful 
worldwide.  Quickly,  scores  of  cardiac  procedures  to 
mend  congenital  and  acquired  defects  were  developed 
resulting  in  innumerable  lives  saved  for  useful  and 
happy  existence. 

In  North  Alabama  pyloric  stenosis  went  largely  un- 
recognized and  rarely,  if  ever,  corrected.  In  fact,  dur- 
ing the  first  fifteen  years  of  my  practice  the  surgery 
for  this  condition  in  Decatur  was  done  by  me.  The 
number  averaged  about  two  annually.  My  experience 
had  been  acquired  from  serving  as  intern  assistant  to 
pioneer  pediatric  surgeons  George  Packard  of  Denver 
and  Warner  Duckett  of  Dallas.  Seeing  these  helpless, 
and  apparently  hopeless,  infants  transformed  into  vig- 
orous, healthy  and  normal  babies  was  gratifying  in- 
deed. When  trained  surgeons  arrived  on  the  scene  in 
our  area  I gladly  relinquished  responsibility  for  such 
activity.  Things  have  never  been  quite  the  same. 

The  remarkable  development  of  surgery  in  all  its 
fields  has  been  attended  and  made  possible  by  parallel 
sophisticated  anaesthesiology.  From  open  drip  ether 
and  chloroform  to  the  methods  and  agents  of  today 
was  indeed  a pilgrimage  of  progress. 


Infant  Feeding 

Half-century  ago  there  were  no  prepared  infant  foods. 
Available  formulae  included  evaporated  milk,  lactic 
acid  milk,  buttermilk  and,  rarely,  goat’s  milk.  Of 
course,  there  were  breasts  in  those  days  but  as  suppliers 
of  nutrition  for  babies  they  were  less  popular  than 
today.  Large  quantities  of  formula,  frequently  as  much 
as  two  quarts  daily,  were  fed  until  eighteen  months  of 
age  and  iron  deficiency  anemia  commonly  required 
treatment.  Many  presented  with  hemoglobin  levels  of 
five  and  six  grams  and  transfusions  of  blood  were  often 
given.  With  the  advent  of  prepared  foods  the  pendulum 
swung  in  the  other  direction  so  that  most  pediatricians 
and  other  feeders  of  infants  were  prone  to  start  solid 
foods  at  extremely  early  ages.  Now,  as  we  all  know, 
the  pendulum  is  in  the  backswing  and  there  is  the 
tendency  to  delay  solid  food  until  five  or  six  months 
or  later.  My  conviction  holds  that  babies  are  more 
happy  and,  perhaps,  more  healthy  when  some  solids, 
selected  with  discretion,  are  introduced  in  early  months 
of  life.  Aware  that  such  practice  entails  the  possibility 
of  developing  certain  allergic  conditions,  I suggest 
judgement  and  moderation  at  both  ends  of  the  extreme. 
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AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to; 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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The  One 

Cardiac 

Reference 

¥)u  Can’t 
AiMTo 

Bypass. 


Yes,  please  send  me  a Directory  of  Cardiac  Services 


Name 


Address 


City State Zip 

Telephone 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO,  2926  BIRMINGHAM,  AL 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 


University  of  Alabama  Hospital 
Administrative  Services  Building 
619  South  19th  Street 
Birmingham,  Alabama  35282-9885 
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The  Directory  of  Cardiac  Services 

was  developed  by  the  UAB  Medical  Center 
to  assist  you  in  obtaining  the  cardiac  ser- 
vices you  need  for  your  patients.  The 
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Obviously,  the  most  important  recent  improvement 
in  infant  nutrition  is  the  emphasis,  once  again,  on  the 
importance  of  breast  feeding.  Of  the  mothers  with 
whom  I worked  in  recent  years,  ninety  percent  or  more 
attempted,  usually  successfully,  to  breast  feed.  This 
is  in  comparison  with  fifteen  or  twenty  percent  some 
years  ago.  A few  of  my  readers  may  remember  a 
statement  made  in  a meeting  years  ago  by  Dr.  Dawson, 
admired  pediatrician  of  Montgomery,  Alabama,  that 
if  mothers  would  consider  their  breasts  a means  of 
infant  feeding  rather  than  as  pieces  of  amusement,  their 
babies  would  be  better  nourished. 

Diseases 

Prior  to  World  War  II,  as  many  as  one  million  chil- 
dren each  year  suffered  measles,  one  quarter  of  a mil- 
lion had  pertussis  and  an  equal  number  diphtheria. 
More  than  twenty  thousand  developed  paralytic  po- 
liomyelitis. Pulmonary  and  central  nervous  system 
complications  of  whooping  cough  were  frequent  and 
approximately  one  of  each  four  babies  under  six  months 
of  age  died.  Hospitals  serving  an  appreciable  number 
of  children  were  always  alert  for  the  appearance  of  the 
critically  ill,  strangling  diphtheria  patient  and  the  death 
rate  was  very  high.  Most  people  were  in  great  terror 
of  poliomyelitis.  Today,  a few  hundred  cases  of  per- 
tussis are  news-worthy  and  diphtheria  and  poliomye- 
litis are  almost  non-existent.  Let  none  doubt  that  the 
use  of  immunizing  agents  is  responsible  for  this  happy 
circumstance. 

Through  the  1930-40  decade  typhoid  fever  was 
prevalent  and  attended  by  high  mortality  and  morbid- 
ity. There  was  no  effective  antibiotic.  It  was  a dread- 
ful, month  long  disease  attended  by  high  fever,  much 
debilitation  and  many  complications.  The  Decatur 
Daily  for  July  23-28,  1934  reported  a recent  county 
epidemic  of  twelve  cases  with  three  deaths. 

As  a pediatric  resident  in  Denver  in  1940,  I was 
impressed  by  the  importance  of  rheumatic  fever  and 
rheumatic  heart  disease.  At  that  time  the  leading  cause 
of  death  in  the  Children’s  Hospital  was  rheumatic  heart 
disease  and,  although  I have  seen  less  than  six  cases 
of  Sydenham’s  chorea  in  forty-six  years  of  practice,  I 
experienced  some  twenty  in  one  year  in  Denver.  Also, 
during  the  first  fifteen  years  of  practice  I treated  forty- 
five  patients  with  acute  rheumatic  fever,  but  have  not 
seen  a single  case  in  the  last  thirty  years.  Although 
many  factors  influence  the  occurrence  of  this  disease 
and  voices  are  being  heard  that  suggest  otherwise,  it 
is  my  opinion  that  the  treatment  of  streptococcal  in- 
fections with  promptness  has  been  the  major  factor  in 
the  decline  of  this  tremendous  problem  of  yesteryear. 


Interesting,  and  somewhat  alarming,  are  reports 
within  the  last  three  years  of  rather  marked  increase 
in  emerging  cases  of  acute  rheumatic  fever.  Forty  new 
cases  from  the  Children’s  Hospital,  Columbus,  Ohio, 
seventeen  from  the  Children’s  Hospital,  Pittsburgh  and 
ninety-nine  from  the  state  of  Utah  have  been  reported. 
Other  clusters  have  occurred  in  Dallas,  Denver  and 
Akron. 

Incidentally,  for  reasons  not  understood,  Colorado 
has  been  an  area  particularly  conducive  to  rheumatic 
fever.  During  World  War  II  there  were  fifty  thousand 
cases  of  this  disease  in  service  men.  Of  these  twenty- 
five  percent  occurred  in  that  state. 

The  national  mortality  rate  for  tuberculosis  in  1900 
was  200  per  100,000  population  and  essentially  100 
percent  of  people  above  the  age  of  fifteen  years  were 
skin  test  positive.  By  the  end  of  the  next  decade  the 
disease  was  still  a national  problem  and  one  of  the 
leading  causes  of  death  in  the  country.  As  late  as  1940 
it  was  the  leading  cause  between  ages  fifteen  and 
twenty-four  years.  There  were  no  effective  drugs  and 
many  people  were  treated  in  hospitals  and  out-patient 
clinics  with  the  only  means  available,  namely,  nutri- 
tion, rest  and  artificial  pneumothorax.  Since  then  the 
need  for  the  seven  or  eight  Alabama  tuberculosis  san- 
itaria has  become  non-existent  and  those  few  patients 
who  are  still  unfortunate  enough  to  develop  the  malady 
are  effectively  treated  at  home  or  in  general  hospitals 
and  usually  quickly  returned  to  activity. 

Between  1948  and  1950  intradermal  tuberculin  tests 
on  780  children  under  nineteen  years  of  age  were  done 
in  my  office.  Of  these,  six  and  one-half  percent  were 
positive.  At  about  the  same  time  Welch  and  Berry  in 
Birmingham,  Alabama  did  similar  tests  on  924  white 
children  and  1200  blacks.  Eight  percent  of  the  white 
and  nineteen  percent  of  the  black  children  were  pos- 
itive. Skin  tests  are  still  done  on  a 1-2  year  schedule, 
but  positives  are  uncommon  in  our  area. 

In  1940,  large  syphilis  public  health  clinics  were 
held  in  Decatur.  Patients  were  given  very  disagreeable 
injections  twice  weekly  for  eighteen  months  with  some 
hope  of  recovery.  Of  course,  today  a few  injections 
of  penicillin  for  a brief  period  of  time  is  quite  adequate. 

Scurvy  and  ricketts  were  still  common.  In  our  area 
the  former  was  more  frequent.  My  files  contain  a list 
of  seventeen  patients  seen  between  1949  and  1956. 
Some  were  dramatic.  One  was  referred  from  a crippled 
children’s  outpatient  clinic  with  the  tentative  diagnosis 
of  paralytic  poliomyelitis.  It  was  gratifying  to  see  him 
completely  recover  after  a few  doses  of  vitamin  C. 

Except  for  pinworms,  intestinal  parasites  were  much 
more  common  in  North  Alabama  than  today.  Hook- 
worm in  my  time  was  not  much  of  a problem,  but 
ascariasis  was  prevalent  and  I encountered  it  several 
times  annually  for  a number  of  years.  One  youngster 
was  reported  to  have  vomited  and  passed  by  rectum  a 
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total  of  over  300  of  these  long  worms.  She  presented 
with  intestinal  obstruction,  developed  measles  and 
promptly  expired. 

Few  physicians  who  graduated  from  medical  school 
in  the  last  quarter  of  a century  have  experienced  pel- 
lagra which  was  prevalent  some  years  before.  Well 
remembered  are  two  patients  who  came  to  me  many 
years  ago.  Under  three  years  of  age,  these  little  sisters 
had  classic  findings  of  diarrhea  and  dermatitis,  without 
dementia,  and  rapidly  responded  to  nicotinamide.  Some 
twenty  years  later  the  mother  of  these  children  called 
in  great  anxiety  to  report  that  one  of  them  has  recently 
delivered  a baby  and  was  having  mental  problems. 
Advised  to  consult  her  obstetritian,  she  happily  re- 
ported a few  days  later  her  daughter’s  improvement 
which  she,  at  least,  attributed  to  the  vitamin. 

Again,  almost  none  but  older  physicians  remembers 
acrodynia.  It  was  never  frequent  in  this  country,  not 
not  rare  (nine  cases  in  my  practice),  but  was  a never 
to  be  forgotten  entity  once  encountered.  The  most  ir- 
ritable, restless,  photophobic,  often  erythemic  and  hy- 
potonic infants  in  my  memory  were  victims  of  this 
condition.  Several  years  ago  the  etioloty  was  eluci- 
dated by  Fanconi,  Warkany  and  Hubbard  and  proven 
to  be  mercury  sensitivity,  usually  by  way  of  mercury 
ointments  or  calomel  from  teething  powders.  As  late 
as  1952,  prior  to  removal  of  calomel  from  teething 
powders,  acrodynia  accounted  for  3.6  percent  of  all 
admissions  to  a children’s  hospital  in  England.  The 
May,  1987  issue  of  Pediatrics  reports  a case  of  ac- 
rodynia due  to  exposure  to  mercury  from  broken  flu- 
orescent light  bulbs. 

Other  examples  of  change  in  epidemiology  and 
treatment  of  disease  include  pneumonia,  for  which 
there  were  no  specific  drugs  prior  to  1935.  Mortality 
figures  were  in  the  range  of  100  for  each  100,000 
people.  By  1940,  the  use  of  sulfanilamide  drugs  had 
reduced  these  figures  by  at  least  fifty  percent  and  after 
1943,  penicillin  had  made  more  dramatic  reduction. 
Since  etiologic  diagnosis  of  pneumonia  in  early  times 
was  not  so  exact  as  now  figures  are  less  significant, 
but  estimates  of  mortality  from  pneumococcal  pneu- 
monia in  infants  and  small  children  in  1930  ranged 
from  twenty  to  fifty  percent  as  compared  with  less 
than  one  percent  at  the  present  time.  Mycoplasma 
pneumonia  was  an  unknown  entity  and  viral  rarely 
recognized.  Hemophilus  and  staphylococcal  pneu- 
monia were  devastating  problems. 

In  my  concern  for  the  economics  involved  in  health 
care  I sometimes  console  myself  by  comparing  the 
treatment  of  pneumonia  sixty  years  ago  and  today.  My 
relatively  young  grandmother’s  terminal  illness  was 
pneumonia.  Her  home,  where  she  was  treated,  was 


about  ten  miles  from  the  small  town  where  her  phy- 
sician lived.  Traveling  to  see  her  daily  for  seven  days, 
he  managed  her  problem  to  the  best  of  his  ability 
without,  of  course,  benefit  of  any  specific  antibiotic 
and  on  the  ninth  day  she  died.  Her  total  bill  must  have 
been  in  the  range  of  fifty  to  seventy-five  dollars.  This 
monetary  cost  to  my  grandfather  represented  about  two 
months  of  his  income.  The  family  was  prematurely 
and  permanently  deprived  of  wife  and  mother.  Today 
the  patient  with  the  same  illness  would  probably  pres- 
ent at  the  office  where  history  and  physical  exami- 
nation, blood  count.  X-rays,  blood  culture  and  uri- 
nalysis would  be  done.  Perhaps  an  injection  and  a 
prescription  for  oral  medication  would  be  given  and 
the  patient  allowed  to  go  home.  She  might  well  expect 
to  be  fever  free  in  48  hours,  rapidly  ambulatory  and 
back  in  the  office  one  week  later  for  repeat  examination 
and  X-rays  indicating  complete  recovery.  The  cost  to 
her  family  might  be  in  the  range  of  two  hundred  dollars 
and  represent  the  income  from  two  or  three  days  work. 
Most  importantly,  she  was  restored  to  health. 

In  pre-antibiotic  days  tuberculous  meningitis  was 
universally  fatal  and  the  pneumococcal  type  almost  so. 
Hemophilus  meningitis  was  fatal  in  almost  all  patients 
under  two  years  of  age,  where  eighty  percent  of  cases 
occur.  Meningococcal  meningitis  patients  recovered 
occasionally.  In  1943,  Silverthome  reviewed  1100 
cases  of  meningitis  from  the  Hospital  For  Sick  Chil- 
dren, Toronto,  which  had  occurred  between  1919  and 
1941.  All  tuberculous  ones  died.  Of  134  streptococcal 
ones  only  two  recovered  and  of  seventy  hemophilus 
ones,  with  no  chemotherapy,  one  lived.  With  serum 
and  chemotherapy,  22  of  83  hemophilus  patients  sur- 
vived. 

At  the  present  time  pneumococcal  meningitis  in  in- 
fancy still  carries  mortality  of  five  to  twenty  percent. 
Hemophilus  ranks  next  with  mortality  of  approxi- 
mately eight  to  fifteen  percent,  while  less  than  five 
percent  of  uncomplicated  meningococcal  patients  die. 

To  my  knowledge,  the  first  patient  to  survive  tu- 
berculous meningitis  in  Alabama  was  treated  by  me 
in  the  basement  of  the  old  Decatur  General  Hospital 
and  reported  in  the  Journal  of  The  Medical  Association 
of  Alabama  in  May,  1950.  In  the  same  journal,  in 
1952,  we  reported  the  world  literature’s  fifteenth  case 
of  galactosemia. 

In  Alabama  in  1940  the  leading  cause  of  death  in 
children  between  one  and  five  years  of  age  was  diar- 
rhea. At  that  time  the  only  treatment  of  merit  was  fluid 
and  sulfa  drugs.  Work  of  such  people  as  Gambel  and 
Darrow  in  the  decade  surrounding  this  date  provided 
remarkable  fluid  and  electrolyte  help  to  those  respon- 
sible for  managing  diarrhea  and  other  diseases.  The 
availability  of  antibiotics  subsequently  made  the  prob- 
lem of  infections  of  many  kinds  much  less  awesome. 
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• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 
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Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 
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Brief  Summary.  Consult  the  package  literature  tor  prescribing 
information.  Indications  and  Usage:  Ketlel<’  Tablets  (cephalexin.  Disia) 
are  indicated  lor  the  treatment  ot  the  lollowing  infections  when  caused  by 
susceptible  strains  ol  the  designated  microorganisms: 

Respiratory  tract  intections  caused  by  Streptococcus  pneumoniae  and 
group  A j3-hemolytic  streptococci  (Penicillin  is  the  usual  drug  ol 
choice  in  the  treatment  and  prevention  ol  streptococcal  intections, 
including  the  prophylaxis  ol  rheumatic  fever  Keflet  is  generally  elfec- 
tive  in  the  eradication  of  streptococci  from  the  nasopharynx;  however, 
substantial  data  establishing  the  elllcacy  ol  Keflet  in  the  subsequent 
prevention  ol  rheumatic  lever  are  not  available  at  present.) 

Otitis  media  due  to  S pneumoniae.  Haemophitus  inituenzae,  staphylo- 
coai.  streptococci,  and  Neisseria  catarrhatis 
Skin  and  skin  structure  infections  caused  by  slaphylocoal  and/or 
streptococci 

Bone  infections  caused  by  staphylococci  and/or  Proteus  mirabills 
Genitourinary  tract  infections,  including  acute  proslalills,  caused  by 
Escherichia  coli.  P mirabilis.  and  Klebsiella  sp, 

Ato/e— Culture  and  susceptibility  tests  should  be  initialed  prior  to  and 
during  therapy  Renal  function  studies  should  be  pedormed  when  indicated. 
Contraindication:  Kellel  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ol  antibiotics 

Warnings:  before  cephalexin  therapy  is  instituted,  careful  inquiry  should  be 

MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REOUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ol  partial  cross-allergen- 
icity  Ol  the  penicillins  and  the  cephalosporins.  Patients  have  been  repoded 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  of  allergy,  padiculariy  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  be  made 
with  regard  to  Keflet 

Pseudomembranous  colitis  has  been  repoded  with  vidually  all  broad- 
spectrum  antibiotics  (including  macrolides,  semisynthelic  penicillins,  and 
cephalosporins):  therefore,  it  is  impodant  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  of  antibiotics. 

Such  colitis  may  range  in  severity  from  mild  to  lile-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  ol  the 
colon  and  may  permit  overgrowth  ol  Clostridia,  Studies  indicate  that  a 
toxin  produced  by  Clostridium  ditlicile  is  one  primary  cause  ol  antibiotic- 
associated  colitis 

Mild  cases  ot  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacleriologic  studies,  and  fluid,  elec- 
trolyte. and  protein  supplementation.  When  the  colitis  does  not  improve 
after  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  ot  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dillicile  Other  causes  ol  colitis  should  be  ruled  out 
Usage  in  Pregnancy— Sale!'/  ol  this  product  tor  use  during  pregnancy  has 
not  been  established. 

Precautions:  General—  Patients  should  be  followed  carefully  so  that  any 
side  ellects  or  unusual  manifestations  ot  drug  idiosyncrasy  may  be  delected. 

It  an  allergic  reaction  to  Kellel  oaurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids) 

Prolonged  use  ol  Keflet  may  result  in  the  overgrowth  ot  nonsusceplible 
organisms  Careful  observation  ot  the  patient  is  essential.  It  superinlection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coomte'  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  Iranslusion 
cross-matching  procedures  when  anliglobulin  tests  are  pedormed  on  the 
minor  side  or  in  Coombs'  testing  ol  newtorns  whose  mothers  have 
received  cephalosporin  antibiotics  before  padurition,  it  should  be  recog- 
nized that  a positive  Coombs'  lest  may  be  due  to  the  drug 
Kellel  should  be  administered  with  caution  in  the  presence  ol  markedly 
impaired  renal  function  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  sate  dosage  may  be  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  be  pedormed  in  coniunclion  with 
antibiotic  therapy 

As  a result  ot  administration  ol  Keflet,  a false-posilive  reaction  lor  glu- 
cose in  the  urine  may  occur.  This  has  been  obsenred  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinilest®  tablets  but  not  with  Tes-Tape* 
(Glucose  Enzymatic  Test  Strip,  USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ- 
uals with  a history  ol  gastrointestinal  disease,  padiculariy  colitis 
Usage  in  Pregnancy— Pregnancy  Category  B—Ehe  daily  oral  adminislra- 
tion  ol  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  ot  organogenesis  only,  had  no 
adverse  ellect  on  ledility,  letal  viability  fetal  weight,  or  litter  size  Note  that  the 
safety  ol  cephalexin  during  pregnancy  in  humans  has  not  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals  Nevedheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  ol  harm,  Ketlel  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Molhers—Ehe  excretion  of  cephalexin  in  the  milk  increased  up  to 
4 hours  alter  a 500-mg  dose;  the  drug  reached  a maximum  level  ol  4 Ai^mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  alter  administration 
Caution  should  be  exercised  when  Kellel  is  administered  to  a nursing  woman 
Adverse  Reactions:  Gas/rorn/estira/— Symptoms  ol  pseudomembran- 
ous colitis  may  appear  either  during  or  alter  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely  The  most  IrequenI  side  elfect  has 
been  diarrhea  It  was  very  rarely  severe  enough  to  warrant  cessation  ol 
therapy  Dyspepsia  and  abdominal  pain  have  also  oreurred.  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic pundice  have  been  reported  rarely 
Hypersensitivity— Meigic  reactions  in  the  form  ol  rash,  udicana.  angio- 
edema,  and,  rarely,  erythema  mullilorme,  Slevens-Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub- 
sided upon  discontinuation  ol  the  drug  Anaphylaxis  has  also  been  repoded 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Reversible 
interstitial  nephritis  has  been  reported  rarely  Eosinophilia,  neutropenia, 
thrombocytopenia,  and  slight  elevations  in  SGOT  and  SGPT  have  been 
repoded 

PV??n  OPP 

I11I786I 


Additional  intormation  available  to  Ihe  profession  on  request  from 


^OIBTA 


Dista  Products  Company 

Division  of  Ell  Lilly  and  Company 
Indianapolis.  Indiana  46285 
MtdbyEli  Lilly  Industries.  Inc 
Carolina,  Puerto  Rico  00630 


Li\di^  in  the  city 
is  lonely  enou^... 
with  herpes  it’s  like 
solitary  confinement: 


(acyclovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
lb%  of  patients.) 
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ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 
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Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  unique  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropriate  in 
treating  all  genital  herpes  infections.  The  following 
guidelines  may  be  useful  in  weighing  the  benefitV 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 

The  promptness  of  initiation  of  therapy  andVor  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  de^ee  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
riven  for  4 to  6 months  prevented  or  reduced  the 
frequency  and/or  severity  of  recurrences  in  greater 
than  95%  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  75%  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a rerimen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affected 
atients.  Unanswered  questions  concerning  the 
uman  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  do.ses  of  acyclovir  for  short  periods  (.see 
Carcinogene.sis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  seventy  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  as.sessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  epi.sodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy.  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
m vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg/kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg/kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  .shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/kg/day,  p.o.)  or  in 
rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrea.se 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg/day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrea.se  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation  Although 
not  statistically  significant,  there  was  al.so  a dose 
related  decrea.se  in  group  mean  numbers  of  live 
fetu.ses  and  implantation  sites  at  12.5  mg/kg/day 
and  25  mg/kg  day,  s.c.  The  intravenous  administra- 
tion of  100  mg  kg'day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  re.sorptions  and  a 
corre.sponding  decrea.se  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, caused  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4-week  postdose  recovery 
phase  after  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v,  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis (1),  muscle  cramps  (2),  pars  planitis  ( 1 ), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  ( 2 ),  irritability  ( 1 ),  accelerated  hair  loss  ( 1 ),  and 
depression  ( 1 ). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
"lO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Cap.sules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
“Wellcome  ZOVIRAX  200"  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
iNDC-0081-0991-56). 

Store  at  IS'-dO’C  (SO^-SO'E)  and  protect  from  light. 


*ln  controlled  .studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Pediatrics  (and  Medicine) 

continued  from  page  38 


The  Tennessee  Valley  and  in  many  other  areas  of 
the  country  malaria  was  one  of  the  leading  causes  of 
morbidity  and  mortality.  By  1940,  TVA  mosquito  con- 
trol had  largely  eliminated  this  menace  from  which  so 
many  had  suffered,  but  people,  both  lay  and  profes- 
sional, were  so  conscious  of  it  that  they  were  prone 
to  consider  any  febrile  illness  as  probable  malaria  until 
proven  otherwise.  Apparently,  they  had  become  ac- 
customed to  having  febrile  illness  treated  as  malaria 
and  if  recovery  was  not  satisfactory,  other  possible 
causes  considered.  Management  of  this  disease  was 
then  little  different  from  that  of  much  more  early  times 
when  Hippocrates  gave  a clear  description  of  it  and 
said  that  it  could  not  be  distinguished  from  other  febrile 
illness  until  Cinchona,  a specific  treatment,  was  dis- 
covered. This  drug  was  introduced  in  Europe  in  1640 
and  quinine  isolated  from  it  in  1820. 

Although  I have  encountered  no  case  of  malaria  for 
many  years,  the  Alabama  department  of  health,  1957, 
reported  studies  of  682  blood  smears  in  a single  year. 
Few  were  positive  at  that  time,  but  in  a peek  year, 
1929,  over  10,000  cases  of  the  disease  were  reported 
with  430  deaths  in  Alabama.  An  excerpt  from  the 
Decatur  Daily  dated  October  1-6,  1934  gives  some 
interesting  insights  into  the  importance  attached  to  the 
problem  in  the  minds  of  local  citizens.  “For  some 
years  we  held  malaria  almost  entirely  in  check  in  this 
section,  thanks  to  the  antimalaria  campaigns  put  on  in 
this  area  and  assisted  by  state  funds  and  public  sub- 
scriptions. Then  the  depression,  and  then  the  deluge 
of  mosquitoes.  . . . 

“So  now  we  are  counting  on  the  TVA  for  something 
else.  First,  lower  power  rates,  then  a white  way,  then 
an  all-time  traffic  light  system,  a higher  standard  of 
living  . . . and  now  we’re  on  our  knees  asking  the 
TVA  to  control  the  malaria  mosquito. 

“Then,  brother  and  sister,  there’ll  be  shoutin’  in 
the  Valley.’’ 

In  conclusion,  the  last  fifty  years  have  been  attended 
by  more  progress  in  health  care  than  that  of  all  pre- 
viously recorded  history.  Of  course,  advances  in  many 
fields  have  been  comparable.  For  instance,  a few  of 
us  have  witnessed  transportation  evolve  from  the  ox 
cart  to  the  moon  rocket. 

It  does  seem  fair  to  observe  that  my  generation  has 
enjoyed  the  education,  stimulation  and  the  innumer- 
able rewards  of  living  in  the  “Golden  Age’’  of  med- 
icine and  it  is  tempting  to  predict  and  lament  the  prob- 
ability that  a period  so  glorious  may  come  not  again, 
but  universal  infinity,  the  mind  of  man  and  Divine 
inspiration  make  that  prediction  less  than  certain.  H 


Women  win,  No  Syroptoms 

Age: 

35-3$ 

40-49  Every  12  years 
S up  Every  year 


What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  themi’ 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


A/VAERICAN 
CANCER 
f SOaETY® 


Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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YOU  CAN 
FIGHTCANCER 
BEFORE  YOU 
GET  IT. 

OR  AFTER 
YOU  GET  IT. 


It’s  a lot  easier  to  fight  cancer  before  you  get  it. 

Scientists  estimate  that  up  to  60%  of  all  cancer 
could  be  prevented. 

By  simply  making  a few  changes  in  your  lifestyle. 

By  not  getting  too  much  sun.  By  not  smoking 
cigarettes.  By  not  overeating.  And  by  following  a 
diet  high  in  fiber  and  low  in  fat. 

By  simply  doing  these  few  things,  you  could 
drastically  reduce  your  risk  of 
getting  cancer. 

Sure,  you  could  still  get  cancer. 

But  why  not  give  yourself  the  ^ SOQETY’ 

odds  against  it?  Help  us  keep  winning. 


AMERICAN 
V CANCER 


The  AMA 

Hospital  Medical  Staff  Section 
Tenth  Assembly 

DECEMBER  3-7 1987 
WESTIN  PEACHTREE  PLAZA 
ATLANTA,  GEORGIA 


Represent  your  medical  staff 


For  Information  Contact: 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan,  AL  36302. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
vvork  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  ALa  35403,  or  telephone 
Frank  Cochran,  collect  at  758-7545  for  more  information. 


EXCELLENT  TEXAS  OPPORTUNITIES  IN  CARDIOLOGY, 
ENT,  FAMILY  PRACTICE,  GENERAL  PRACTICE,  GEN- 
ERAL SURGERY,  INTERNAL  MEDICINE,  OB/GYN,  ON- 
COLOGY, ORTHOPEDIC  SURGERY,  PEDIATRICS,  VAS- 
CULAR SURGERY,  to  practice  in  one  of  several  lake  area 
communities,  in  the  beautiful  Piney  Woods  area  of  East  Texas. 
Excellent  quality  of  life,  first  year  guarantee,  etc.  Other  Texas 
opportunities  available  also.  Reply  with  C/V  or  call,  Armando  L. 
Frezza,  Medical  Support  Services,  8806  Balcones  Club  Drive, 
Austin,  TX  78750;  512-331-4164. 


PEDIATRICIAN  — Southeast.  Excellent  opportunity  to  develop 
practice  or  join  a multi-specialty/Family  Practice  group  in  attrac- 
tive, semirural  community,  45  minutes  from  Birmingham  and 
Montgomery.  Supported  by  60-1-  bed  hospital  with  35K  drawing 
area.  Outstanding  growth  potential,  competitive  salary /benefits 
package  and  coverage.  Contact  Jim  Davis.  TYLER  & CO,  9040 
Roswell  Rd.,  Atlanta,  GA  30350.  Call  404-641-6411. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Debbie  Hibberts.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


EMERGENCY  PHYSICIANS:  Board  certified/ACLS,  ATLS,  and 
APLS.  Physician-managed  Gadsden  area  Emergency  Department 
offering  immediate  placements  with  competitive  salary,  excep- 
tional benefits,  and  full  complement  of  specialists.  22,000-1-  an- 
nual ER  visits/220  bed  hospital.  Submit  CV  with  letter  of  interest 
to  P.O.  Box  130116,  Birmingham,  AL  35213. 


ALABAMA  — COASTAL  EMERGENCY  SERVICES,  INC.  — 
Medical  Director  and  staff  physicians  needed.  Boaz,  AL  is  known 
as  the  red  carpet  city  for  its  friendly  attitude  toward  new  residents 
and  visitors.  Boaz  boasts  excellent  recreational  facilities,  a mod- 
erate climate,  and  is  nationally  recognized  as  one  of  the  most 
densely  populated  rural  areas  of  the  country.  Boaz-Albertville 
Medical  Center  is  a 150-bed  facility,  which  recently  completed 
major  renovations  including  state-of-the-art  equipment  such  as  a 
CT  unit.  Medical  Director’s  package  is  approximately  $117,000 
plus  benefits.  To  discuss  your  future  with  Coastal  and  Alabama, 
contact:  Lenora  Saunders,  Coastal  Emergency  Services,  Inc.,  200 
Cahaba  Park,  Suite  1 10,  Birmingham,  AL  35243;  call  collect  (205) 
991-2646. 


COASTAL  EMERGENCY  SERVICES,  INC.  is  pleased  to  an- 
nounce its  association  with  our  new  client  in  Corinth,  Mississippi. 
Interviews  are  being  set  for  the  Medical  Directorship  as  well  as 
staff  positions.  For  more  information  contact:  Coastal  Emergency 
Services,  Inc.,  5885  Ridgeway  Parkway,  Suite  1 13,  Box  1 1 , Mem- 
phis, TN  38119.  (901)  767-1301  (collect) 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, AL  35401;  (205)  348-1304.  Equal  Opportunity  Affirmative 
Action  Employer. 


MEDSTAT  — Discover  why  we  are  the  most  repected  physician 
staffing  service  in  the  East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
MEDSTAT,  Inc.,  P.O.  Box  15538,  Durham,  NC  27704. 
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ASSOCIATE  MEDICAL  DIRECTOR:  One  of  the  Southeast’s 
leading  insurance  concerns  is  seeking  a physician  to  serve  in  the 
position  of  Associate  Medical  Director.  This  individual  will  have 
responsibility  for  a variety  of  functions  including  claims  review, 
assistance  with  medical  underwriting,  handling  liaison  work  with 
professional  groups,  development  of  medical  guidelines,  and  work 
with  cost  containment  and  utilization  review.  A primary  respon- 
sibility would  be  working  with  the  Medical  Director  in  developing 
a health  maintenance  organization  and  the  accompanying  provider 
network. 

To  qualify,  applicants  must  have  5-10  years  successful  experience 
as  a practicing  physician,  preferably  in  a family  practice,  internal 
medicine,  or  general  surgical  setting.  A current  license  and  ex- 
ceptional communication  skills  are  also  required.  This  position 
will  provide  the  advantages  of  a professional  medical  environment 
including  regular  office  hours,  high  visibility,  and  a stable  work 
setting  without  the  liabilities  of  an  independent  practice.  Com- 
pensation will  be  based  on  the  overall  qualifications  and  experience 
that  you  can  offer,  and  an  extensive  benefit  package  includes  a 
fully  funded  retirement  and  family  health  insurance  plan,  a 401  (k) 
tax-deferred  savings  program,  two  weeks  vacation  and  9 paid 
holidays,  as  well  as  other  insurance  benefits  and  incentives.  Lo- 
cation is  in  a planned  community  near  a large  Southeastern  city, 
which  offers  a pleasant,  accessible  suburban  location  near  the 
advantages  of  a larger  city. 

For  more  information,  please  forward  a letter  of  intent,  current 
resume,  and  salary  history,  and  any  other  supporting  credentials 
to:  Box  F,  Alabama  Medicine  Magazine,  P.O.  Box  1900-C,  Mont- 
gomery, AL  36197-4201. 


Physicians 


IHNEIOIIfOROOt? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguardr  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 


834-2013  or  1-800-392-5668 


^wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 

& Wilmer  Service  Line  19S4 

* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 


Adefense 
against  cancer 
can  be  cooked  up 
in  your  kitdien. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory' tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
erain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 
cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  ^ healthy. 


1 


No  one  faces 

cancer  alone. 

AAAERICAN  CANCER  SOOETY® 
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AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


AIDS  and  Its  Victims 


As  public  and  professional  awareness  of  AIDS  ex- 
pands, so,  too,  does  concern  and  confusion.  These 
conditions,  unfortunately,  exist  among  both  the  public 
and  physicians. 

Of  particular  concern  is  how  AIDS  affects  the  public 
in  general  and  also  the  danger  of  AIDS  in  innocent 
children  and  heterosexuals.  A recent  survey  in  Ala- 
bama showed  a high  percentage  of  people  knew  that 
AIDS  was  transmitted  through  sex  and  IV  drug  use 
but  many  also  thought  that  drinking  after  someone  with 
AIDS,  handling  money  and  breathing  the  same  air  with 
1 an  AIDS  victim  was  dangerous. 

The  wearing  of  gloves,  as  well  as  other  protective 
clothing  is  seen  outside  hospitals  today.  Dentists,  mor- 
ticians, law  enforcement  officers  and  even  boxing  ref- 
erees are  urged  to  protect  themselves  from  contact  from 
' possible  AIDS  virus. 

AIDS  is  the  first  sexually  transmitted  disease  of 
pandemic  proportions.  Unlike  syphilis,  it  has  no  cure 
and  is  fatal.  Two  of  every  three  new  AIDS  cases  still 
t involve  homosexuals,  but  the  killer  is  rapidly  closing 
T in  on  drug  users  and  on  heterosexuals,  who  by  1991 
' will  account  for  1 in  1 1 new  cases. 


Robert  Gallo  of  the  National  Cancer  Institute  in 
Bethesda,  Maryland  and  one  of  the  pioneers  in  AIDS 
research,  describes  what  he  believes  is  one  of  the  ways 
the  AIDS  virus  might  work:  “Like  Greeks  hidden  in- 
side the  Trojan  horse,  the  AIDS  virus  enters  the  body 
concealed  inside  a helper  T cell  from  an  infected  host. 
Almost  always  it  arrives  as  a passenger  in  blood  or 
semen.  It  kills  the  one  lymphocyte  most  critical  to  the 
immune  response;  the  helper  T cell.” 

One  big  question  is  at  what  risk  are  heterosexuals? 
Bisexual  males  pose  one  of  the  biggest  threats  to  the 
heterosexual  community.  Bisexual  husbands  lead  a 
double  life.  Ultimately  they  will  infect  their  wives. 
Health  professionals  are  worried  that  the  absence  of 
“group  ties”  among  bisexuals  such  as  homosexuals 
have  and  their  real  fear  of  losing  their  wives  and  chil- 
dren make  them  the  hardest  to  reach  of  the  AIDS- 
carrying  groups. 

The  average  age  of  AIDS  victims  is  28.  They  cannot 
afford  the  necessary  care.  Twenty-five  percent  have 
no  insurance.  Our  youth  have  not  prepared  for  cata- 
strophic illness.  The  young  face  the  same  sudden  fa- 
miliarity with  death  from  AIDS  as  do  soldiers  during 
war. 
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In  recent  months  both  Ann  Landers  and  Abigail  Van 
Buren  have  been  educating  readers  on  AIDS  in  re- 
sponse to  letters  seeking  advice.  Some  of  their  advice 
has  been:  People  with  AIDS  should  tell  prospective 
visitors  the  truth  about  their  illness,  even  though  it’s 
not  possible  for  a casual  visitor  to  contract  it;  Teen- 
agers are  just  as  susceptible  to  AIDS  as  adults;  A 
person  can  have  the  AIDS  virus  without  knowing  it 
an  infect  a partner;  Insects  don’t  transmit  AIDS;  and 
Your  own  blood  is  the  safest  blood  you  can  receive 
during  transfusion.  These  are  some  of  the  facts  the 
general  public  wants  to  hear. 

Another  tragic  risk  group  are  the  children  bom  with 
AIDS.  About  one-third  of  the  children  bom  with  AIDS 
are  orphaned  or  abandoned  at  birth,  and  some  die 
without  leaving  the  hospital  because  foster  or  adoptive 
parents  cannot  be  found  in  time.  There  are  in  excess 
of  500  children  with  AIDS  in  the  U.S. 

A group  home  for  AIDS  infected  children  in  South- 
ern Alabama  has  been  opposed  by  local  residents.  They 
fear  the  home  would  spread  AIDS,  bring  vandalism, 
dmg  use  or  other  crimes  as  well  as  a drop  in  property 
values. 

Not  only  are  some  children  bom  with  AIDS  but 
some  develop  it  because  they  have  hemophilia.  An- 
other group  of  innocent  victims! 

My  only  experience  with  a hemophiliac  occured  25 
year  ago.  Danny,  an  eight  year  old,  was  in  my  class- 
room. His  mother  explained  his  need  for  immediate 
attention  should  he  start  bleeding.  I understood  enough 
about  the  disease  to  pay  special  attention  to  Danny 
when  he  was  on  the  playground.  My  thoughts  recently 
have  been  of  Danny  and  wonder  how  the  furor  over 
AIDS  has  affected  his  life. 

Twenty-five  years  ago  the  hemophiliac’s  greatest 
threat  was  bleeding  to  death.  Today  the  threat  of  ac- 
quiring AIDS  is  just  as  frightening. 

Many  of  the  200,000  hemophiliacs  have  severe  con- 
ditions and  frequently  require  fresh  blood.  Therein  lies 
the  problem.  Is  it  possible  to  have  a 100%  AIDS-free 
blood  supply? 

In  the  last  few  years  situations  have  spmng  up  around 
the  country  involving  AIDS  infecting  hemophiliacs. 
Young  boys  who  would  not  qualify  as  high  risk  groups 
such  as  homosexuals  or  IV  dmg  users  have  found 
themselves  innocent  victims  of  a deadly  and  greatly 
feared  condition  — the  Acquired  Immune  Deficiency 
Syndrome. 

The  ideal  way  a community  should  react  to  this 
situation  was  recently  reported  by  the  news  media. 
Todd  White,  an  18-year-old  hemophiliac,  who  died 
recently  of  AIDs  was  allowed  to  stay  in  school  and 
participate  in  activities  with  classmates  until  the  final 
months  of  his  life. 


Todd’s  story  provides  a striking  contrast  to  the  ex- 
periences in  other  towns  such  as  Kokomo,  Indiana  and 
Arcadia,  Florida,  when  the  presence  of  AIDS-infected 
students  has  provoked  boycotts,  prejudice  and  even 
violence. 

School  officials  credit  the  doctors  in  the  community 
of  18,000  with  educating  teachers,  students  and  par- 
ents with  accurate  facts  about  AIDS . The  results  were 
acceptance  and  support  of  Todd  and  not  “AIDS  Hys- 
teria.’’ 

Throughout  history,  the  medical  profession  has  been 
relied  upon  for  support  and  guidance  in  times  of  severe 
health  problems.  The  influenza  epidemics  early  in  this 
century  and  the  prevaccine  polio  epidemics  serve  as 
dramatic  reminders  of  this.  Not  since  the  advent  of 
polio  vaccines  has  there  been  a communicable  disease 
that  poses  such  a threat.  Thus,  it  becomes  essential 
that  physicians  willingly  accept  the  challenges  that 
now  face  them.  This  challenge  is  to  provide  infor- 
mation, education,  and  where  appropriate,  treatment 
to  an  anxious  public. 

Studies  have  shown  that  it  is  very  normal  for  health 
workers  themselves  to  fear  caring  for  AIDS  patients. 
But  only  a minority  have  refused  to  treat  them.  AM  A 
guidelines  permit  a physician  to  refuse  to  take  an  AIDS 
case,  especially  if  the  practitioner  believes  he  or  she 
isn’t  qualified  to  provide  adequate  care. 

Another  aspect  of  AIDS  that  involves  the  physicians 
is  the  new  definition  of  AIDS  that  went  into  effect  in 
September  that  will  swell  the  number  of  AIDS  cases 
by  10  to  15  percent.  “Presumptively”  AIDS,  “AIDS- 
like”  and  “suspect”  cases  will  now  be  reported  as 
AIDS. 

Physicians  have  not  reported  all  cases  in  the  past 
for  fear  of  violating  patient-doctor  confidentiality,  fear 
of  a lawsuit  or  they  just  did  not  want  to  be  involved. 

Finally,  in  order  to  make  the  public  aware  of  AIDS 
physicians  must  learn  as  much  as  possible  about  AIDS 
from  medical  publications,  the  AMA  and  the  Center 
for  Disease  Control.  It  is  the  physician’s  responsibility 
to  educate  and  counsel  not  only  the  individual  patient, 
but  the  public  in  general. 

A well-informed  medical  profession  therefore  is  es- 
sential. The  public  expects  — and  deserves  — the  best 
information  — and  treatment  available,  and  physicians 
must  not  shy  away  from  meeting  this  responsibility. 
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In  acute  and  chronic  edema  due  to  CHF 

FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide'-^ 


Predictable  dose  response^ 
Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 


Bumex 

bumetanide/Roche 


0.5-mg,  1-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  lO-ml  vials  (0.25  mg/ml) 
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BUMEX« 

(bumetanide/Roche) 

O.S-mg,  1-mg  and  2-mg  scored  tablets 
2-ml  ampuls,  2-ml,  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  Is  o potent  diuretic  which.  If  given  In  excessive 
amounts,  can  lead  to  a profound  diuresis  with  water  end  electrolyte  deplehon.  Therefore, 
coreful  medical  supervision  Is  required,  and  dose  and  dosage  schedule  hove  to  be  adjusted  to 
the  individual  pohenFs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in  complete  product 
Informahon.) 


INDICATIONS  AND  USAGE : Edemo  associoted  with  congestive  heart  failure,  hepatic  and  renal  disease. 
Including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  porenlerol  administration  of  Bumex  It  impaired 
gostrointestinal  absorption  is  suspected  or  oral  administration  is  not  practical,  Bumex  should  be  given 
by  the  intramusculor  or  intravenous  route 

Successful  treatment  with  Bumex  following  instances  of  ollergic  reactions  to  furosemide  suggests  a 
lack  of  cross-sensitivity 

CONTRAINDICATIONS:  Anuno  Hypersensitivity  and  in  potients  in  hepatic  coma  or  in  slates  of  severe 
electrolyte  depletion  Although  Bumex  con  be  used  to  induce  diuresis  in  renol  insufficiency,  any  marked 
increose  in  blood  urea  nitrogen  or  creatinine,  or  the  development  of  oligurio  during  therapy  of  ^tienls 
with  progressive  renal  diseose,  is  an  indication  for  discontinuotion  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patient's  needs  Excessive  doses  or  too  frequent  odministrotion 
con  lead  to  profound  water  loss,  electrol^e  depletion,  dehydration,  reduction  in  blood  volume  and 
circulatory  collopse  with  the  possibility  of  vascular  thrombosis  and  embolism,  particularly  in  elderly 
patients 

Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics  for 
congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  of  oldosterone  excess  with  normal  renol 
function,  potassium-losing  nephropothy  certain  diarrheol  states,  or  other  states  where  hypokalemia  is 
thought  to  represent  particular  odd^  risk  to  the  patients 

In  patients  with  hepotic  cirrhosis  and  oscites,  sudden  olterotions  of  electrolyte  balance  may  precipitate 
hepatic  encephalopothy  and  coma  Treatment  in  such  patients  is  best  initiated  in  the  hospital  with 
small  doses  and  careful  monitoring  of  the  patient's  clinical  status  and  electrolyte  balonce  Supplemental 
potassium  and/or  spironolactone  may  prevent  hypokalemio  and  metabolic  alkolosis  in  these  patients 
In  cats,  dogs  ond  guineo  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is  about  40 
to  60  times  os  potent  os  furosemide,  it  is  anticipated  that  blood  levels  necessory  to  produce  ototoxicity 
will  rarely  be  achieved  The  potential  lor  ototoxicity  increases  with  intravenous  therapy,  especially  at 
high  doses 

Patients  ollergic  to  sultonomides  moy  show  hypersensitivity  to  Bumex 

PRECAUTIONS:  Measure  serum  potassium  periodically  and  odd  potassium  supplements  or  potos- 
sium-sparing  diuretics,  it  necessory  Periodic  determinations  of  other  electrolytes  ore  odvised  in  patients 
treated  with  high  doses  or  tor  prolonged  periods,  porticularly  in  those  on  low  salt  diets 


Hyperuricemia  moy  occur  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially  with 
dehydration  and  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium  excretion 
Possibility  ot  effect  on  glucose  metabolism  exists  Periodic  determinations  of  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 
Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrasias,  liver  damage  or 
idiosyncratic  reactions 

Especially  in  presence  of  impaired  renal  function,  use  of  parenterolly  administered  Bumex  should  be 
avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in  iife-threotening 
conditions 

Drugs  with  nephrotoxic  potentiol  and  bumetanide  should  not  be  odministered  simultaneously 

Since  lithium  reduces  renal  clearance  and  adds  a high  risk  of  lithium  toxicity  it  should  not  be  given  with 

diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  ot  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humons  hove  shown  no  effect  on  digoxin  blood  levels 
Inleroction  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  it  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetanide  may  be  excreted  in  breast  milk 

Pediatric  Use  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypatension,  headache  and  nausea,  and  encepha- 
lopathy (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  heoring,  rash,  pruritus,  hives,  electro- 
cardiogram changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting 
Other  clinical  adverse  reactions  ore  vertigo,  chest  pom,  ear  discomfort,  fatigue,  dehydration,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  aslerixis,  itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  maintaining  an  erection 

Laboratory  abnormalities  reported  are  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creotinine,  hypochlaremia,  hypokalemia,  hyponatremia,  and  variations  in  CO;  content,  bicarbonate, 
phosphorus  ond  calcium  Although  manitestations  of  the  pharmacologic  action  ot  Bumex,  these 
conditions  may  become  more  pronounced  by  intensive  therapy 

Diuresis  induced  by  Bumex  may  also  rorely  be  accompanied  by  changes  in  LDH,  total  serum  bilirubin, 
seaim  proteins,  SGOT  SORT,  olkoline  phospholase,  cholesterol,  creotinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hemotocrit,  platelet  counts  and  ditterentiol  counts  Increases  in  urinory 
glucose  and  urinary  protein  hove  also  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Oral  Administration  The  usual  lotal  doily  dosage  is  0 5 to  2 0 mg  and  in  most  patients  is  given  os  a 
single  dose 

Parenteral  Administration  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  cannot 
take  oral  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient  response,  a 
second  or  third  dose  moy  be  given  at  2 to  3 hour  intervals  up  to  a moximum  ot  10  mg  o day 
HOW  SUPPLIED:  Tablets.  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  ot  100  and 
500,  Prescription  Poks  ot  30,  Tel-E-Dose^  cortons  ot  100  Imprint  on  tablets  0 5 mg-ROCHE  BUMEX 
0 5,  1 mg~ROCHE  BUMEX  I,  2 mg-  ROCHE  BUMEX  2 

Ampu/s.  2 ml,  0 25  mg/ml,  boxes  of  ten  pi  oses 

Vials.  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  at  ten 
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PHYSKIANSL 
SOIEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICiANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  RAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

Tbe  Army  covers  his  premiums. 
Sincehe’san  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessivepaperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewarding  experience.  The 
Army  offers  varied  assignments, 
chances  tospecialize,  orfurtheryour 
education,  and  towork  with  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

Ifyou’re  interested  in  practicing  high 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselorfor 
more  information 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  SVixl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The, publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  shouldHist  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebookl Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc . , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top.  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C.  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 


MEET  YOUR 
CONGRESSMAN 


Tentative  Schedule 


ELEVENTH  ANNUAL 

Medical  Association  of  the  State  of  Alabama 
Washington  Meeting 
with  the 

Congressional  Delegation 

Saturday-Sunday-Monday 
Jan.  23-Jan.  25, 1988 


Saturday 

A.M Depart  Alabama 

Register  J.  W.  Marriott  Hotel 
P.M Afternoon  and  Evening  Free 

Sunday 

8:30  A.M Breakfast  Briefing 

6:30  P.M Reception 

v.dth  Congressional  Delegation 

7:30  P.M Dinner 

with  Congressional  Delegation 


Monday 

Visit  your  Congressman's  Office 
Visit  House  and  Senate  in  Session 
Return  to  Alabama 


For  More  Information  Contact: 

Medical  Association  of  The 
State  of  Alabama 
Governmental  Affairs  DepL 
Toll  Free  1-800-392-5668 

For  'Travel  Information  Contact: 

Ms.  Sharon  Spencer 
Odyssey  'Travel 
(205)  271-3388 
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+J.  Kendall  Black,  Jr.,  M.D.,  Huntsville;  tRichard  O.  Russell, 
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TheUltimateMachineDeserves 
The  Most  Precise  Surgery  Ever  Known. 


The  human  body  was  created  by  God  to 
function  for  a lifetime,  with  circuitry  that 
cannot  be  duplicated  and  powers  that  cannot 
be  measured.  However,  the  ultimate  machine 
can  sometimes  break  down.  For  this  reason, 
St.  Vincent's  Hospital  now  offers  the 
technology  of  laser  surgery— the  most  precise 
surgery  ever  known. 

What  Are  The  Benefits  Of  Laser 
Surgery? 

Laser  surgery  gives  the  physician  precise 
surgical  control.  Perfectly  aligned  beams  of 
laser  light  allow  surgery  to  be  performed  with 
less  bleeding  and  pain.  This  means  fewer 
blood  transfusions  and  quicker  recovery. 
This  technology,  which  may  often  be 
performed  on  an  outpatient  basis,  has 
transformed  the  science  of  surgery. 


Why  St  Vincent's  Laser  Center? 

St.  Vincent's  Hospital  has  committed  the 
resources  and  the  personnel  to  offer  the  most 
advanced  laser  services  in  the  region.  The  St. 
Vincent's  Laser  Center  not  only  provides  the 
full  realm  of  coordinated  laser  services,  it 
actively  trains  and  accredits  physicians  and 
staff  in  the  use  of  lasers.  Its  laser  capabilities 
are  second  to  none,  and  include  the  Nd:YAG, 
Argon  and  CO2  lasers.  The  experience,  the 
training  and  the  caliber  of  physicians  and 
staff  mean  that  St  Vincent's  can  offer  the  most 
precise  surgery  ever  known ...  for  ophthal- 
mology, urology,  gynecology,  general 
internal  use  and  a wide  range  of  other 
surgical  specialties,  such  as  neurosurgery, 
orthopedics  and  plastic  surgery. 

St  Vincent's  Laser  Center  can  answer  the 
question,  "I  wonder  if  a laser  could  be  used 
for  my  surgery?"  For  more  information  about 
the  Laser  Center,  call  1-800-331-6777. 


St.Viixent^tkxpitd 

PO.  Box  ‘^15.  Birmingham.  Alabama  35201 


Light  Years  Ahead  In  Laser  Surgery. 


A Member  Of  The  Daughters  Of  Chanty  National  Health  System 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


Annus  Mirabilis 


The  year  1666  was  a mixed  bag  for  the  British.  That 
was  the  year  of  the  devastating  great  fire  of  Lon- 
don, but  it  was  also  the  year  of  the  important  British 
victories  over  their  tormentors,  the  Dutch. 

The  English  laureate  John  Dryden  celebrated  the  two 
events,  a triumph  and  a tragedy,  in  a long  1667  poem 
titled  Annus  Mirabilis,  year  of  wonders.  When  used 
today,  annus  mirabilis  thus  means  any  year  of  strik- 
ingly high  contrast  between  good  news  and  bad  news, 
and  the  tension  between  these  opposites. 

For  Alabama  physicians,  the  year  now  ending  was 
such  a time  — the  annus  mirabilis  that  saw,  on  the 
one  hand,  continued  evidence  of  the  heavy-handed 
attempts  by  public  and  private  sectors  to  reduce  the 
delivery  of  medical  care  to  the  lowest  common  de- 
nominator of  cost  and  quality.  On  the  other  hand,  your 
Association  triumphed  in  two  head-on  engagements 
with  forces  that  threatened  your  practice  freedom  and 
independent  medical  judgment. 


Annus  mirabilis  1987  brought  you  tort  reform,  after 
a long  and  difficult  two-year  struggle  when  no  one 
could  predict  the  outcome.  And,  months  later,  the 
Board  of  Censors  persuaded  Blue  Cross/Blue  Shield 
of  Alabama  to  moderate  the  egregious  PMD  Amend- 
ment No.  2,  which  had  outraged  physicians  the  length 
and  breadth  of  the  state. 

In  both  campaigns,  tort  reform  and  amendment  re- 
form, the  leadership  of  the  Association  achieved  what 
it  did  by  high-minded  persuasion,  by  building  cases 
of  irrefutable  logic  to  support  the  cause  of  Alabama 
physicians  and  their  patients,  both  before  the  Legis- 
lature and  before  the  Blues. 

Your  leaders  did  not  stoop  to  conquer.  They  rode 
tall  in  the  saddle,  sustained  by  the  simple  conviction 
that  their  position  was  right  and  that  the  overriding 
concern  in  both  instances  was  the  welfare  of  patients. 

In  the  cockpit  of  politics  and  attempts  to  regiment 
medicine,  right  does  not  prevail  simply  on  the  strength 
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of  its  own  righteousness.  That  may  happen  in  Holly- 
wood or  on  the  tube,  but  in  the  real  world  right  often 
goes  begging,  unless  it  is  driven  by  organization,  de- 
termination, and  unity  of  purpose. 

Both  battles  were  sweaty  but  never  dirty.  The  fact 
that  physicians  are  encumbered  by  their  lofty  positions 
of  prestige  and  public  responsibility  may  be  seen  by 
some  as  a handicap.  It  is,  but  only  in  the  limited  sense 
physicians  must  work  harder  to  prevail  than  those  who 
prefer  the  back-alley  approach. 

In  the  end,  medicine  always  comes  out  much  better 
for  having  taken  the  high  road  of  logic  and  persuasion. 
There  remains  no  moral  debt  to  pay,  nothing  to  return 
to  haunt  later.  The  high  ground  is  longer  and  rockier, 
but  when  the  journey  is  over,  it’s  over. 

No  one  can  say  with  any  assurance  what  1988  holds 
for  Alabama  doctors,  but  I expect  we  will  see  more 
of  the  same  challenges  that  have  complicated  your  art 
and  science  in  the  past  several  years.  With  the  expe- 
rience of  annus  mirabilis  1987,  your  elected  officers 
face  the  future  with  confidence  that  the  Association 
will  give  a good  account  of  itself  without  jeopardizing 
the  name  of  medicine. 

More  than  many  of  you  perhaps,  I know  how  well 
represented  you  have  been  by  your  leaders,  with  whom 
I join  in  wishing  you  the  joys  of  the  season  and  high 
hopes  for  1988.  B 


Adefiaise 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others  may 
protect  you  from  it. 

Foods  related  to  low-^ 
ering  the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy'  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and" 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
\ meal,  bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 

and  fish  and  types  of 

sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOCETY® 


I 
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For  faster  claims  payment, 
count  on  the  card^s  computer* 


And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  TTaeres  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARDr 


Blue  Cross 

and 

Blue  Shield 

of  Alabama 


‘ Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Carl  A.  Grate,  Jr.,  M.D. 
President,  MASA 


Musings  At  Year’s  End 


Two-thirds  of  my  year  as  your  President  is  already 
gone.  It  has  been  an  eventful  time.  In  his  column 
this  month,  Lon  Conner  sums  up  major  happenings. 
For  my  part,  I would  like  to  pass  on  some  impressions 
of  the  year,  miscellaneous  observations,  and  the  like. 

In  a roomful  of  physicians  in  any  discussion,  the 
first  few  minutes  will  reveal  as  many  different  opinions 
as  there  are  doctors  present.  After  an  hour  or  so,  this 
divergence  will  be  reduced  by  about  half.  And  that  is 
as  close  to  a consensus  as  we  are  likely  to  get.  I 
wouldn’t  have  it  any  other  way. 

• Contrary  to  popular  belief  (a  belief  shared  by  a 
few  physicians  with  no  direct  knowledge  of  medical 
leadership)  your  officers  are  no  different.  They  argue, 
debate,  and  present  anything  but  the  cut  and  dried, 
predictable  group-thought  that  some  imagine. 

• Some  of  the  physicians  most  prone  to  finding  fault 
with  their  chosen  leaders  are  the  least  informed  on 
current  affairs.  We’re  all  short  of  time,  but  medicine 
needs  an  informed  membership  now  more  than  ever 
before.  And  that  requires  constant  homework.  Read 
everything  you  can  find  on  topics  bearing  on  your 
profession  in  these  troublesome  times.  American  Med- 
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ical  News  is  one  good  source,  as  are  the  commentaries 
in  many  specialty  publications.  And  do  not  assume 
that  because  you  understand  an  issue  this  week  it  will 
be  the  same  next  week.  It  won’t  be.  The  half-life  of 
socioeconomic  information  in  medicine  is  about  five 
days  now,  and  shrinking. 

• More  than  a century  ago,  Ralph  Waldo  Emerson 
wrote;  “These  times  of  ours  are  serious  and  full  of 
calamity,  but  all  times  are  essentially  alike.’’  I believe 
that.  The  good  old  days  of  medicine  weren’t  all  that 
good.  As  1 often  say;  “Today  always  looks  worse  than 
yesterday.  And  yesterday  always  looks  better  than  when 
we  were  there.’’ 

• Prophets  of  gloom  and  doom  are  everywhere.  They 
always  have  been.  But  in  recent  years  medicine  does 
seem  to  have  had  more  than  its  share.  Hand  wringing 
and  such  laments  as  “all  is  lost’’  aren’t  going  to  get 
us  anywhere.  If  our  professional  predecessors  had  given 
in  to  despair  (and  they  had  far  more  reason  than  we 
do  today),  where  would  we  be? 

• We  cannot  aim  for  the  stars  by  looking  at  our  feet. 
If  we  always  plan  for  the  road  ahead,  I believe  the 
present  will  pretty  much  take  care  of  itself.  Vision  can 


best  be  described  by  the  example  of  the  man  who  plants 
a tree  knowing  he  will  never  live  to  enjoy  its  shade. 
It  was  that  kind  of  vision  that  brought  the  rewards  that 
generations  of  physicians  handed  down  to  us.  And  it 
is  that  kind  of  vision  we  owe  the  future. 

• When  most  of  us  answered  the  call  to  medicine, 
we  knew  it  would  be  hard.  We  never  expected  a life 
of  wine  and  roses.  Why,  then,  are  we  so  prone  to 
complain  of  present  difficulties?  Maybe  there  are  some 
physicians  who  were  told  that  once  in  practice  their 
worries  would  be  over,  but  I don’t  know  any. 

• At  bottom,  much  of  clinical  medicine  is  problem 
solving.  If  we  bring  that  same  spirit  to  our  approach 
to  political  headaches  and  socioeconomic  dilemmas, 
I believe  that  medicine  will  not  only  endure  but  will, 
as  always,  prevail. 

I look  forward  to  the  unknown  perils  of  1988  with 
enthusiasm.  I hope  you  do  too.  Any  coach  will  tell 
you  that  confidence  and  optimism  are  more  important 
keys  to  success  than  all  the  fancy  plays  in  the  world. 

Best  wishes  for  the  holidays  and  the  new  year.  0 


Physicians 
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Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguard^MBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 


) Wilmer  Service  Line  1904 


’ Registered  T rademark  of  Safeguard  Business  Systems,  Inc 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life; 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 


SOME  THINGS  NEVER  CHANGE... 
Your  Financial  Needs  Do 


Inflation,  new  tax  laws  and  a runaway  federal  budget  deficit  have 
created  a complicated  and  rapidly  changing  financial  environment. 
Your  old,  inflexible  financial  plan*  may  no  longer  help  you  achieve 
your  dreams. 

Your  Acacia  Group  representative  has  specialized  skills  and  a team 
of  professionals  in  investments,  risk  management  and  business  planning 
to  help  you  develop  a financial  plan  that  grows  with  you.  We  call  it 
Acacia  Financial  Concepts.  Call  us  today  and  find  out  how  it  can 
work  for  you. 


Acacia  Financial  Center 
3000  Riverchase  Galleria,  Suite  400 
Birmingham,  Alabama  35244 

(205)  985-3050 

‘Financial  planning  services  offered  through  Calvert 
Securities  Corporation,  a member  of  The  Acacia  Group.® 


Creating  windows  of  opportunity  sirwe  1869 


YES!  I would  like  more  information  about  Acacia 
Financial  Concepts. 
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Acacia  Financial  Center  • 3000  Riverchase  Galleria  • Suite  400  • Birmingham,  AL  35244 


Thoughts  on  Psychotherapy  for 
Residents  and  Practitioners 

Charles  H.  Smith,  M.D.* 


Abstract 

The  purposes  of  this  paper  are  quickly  out- 
lined. Basically  they  are  neither  more  nor  less 
than  implied  in  the  title. 

Some  criteria  for  selection  of  patients  suit- 
able for  psychotherapy  are  addressed.  These 
will  not  be  the  same  for  each  individual  phy- 
sician. 

A few  examples  of  errors  in  technique  are 
presented  for  the  readers’  contemplation. 

The  phenomenon  of  transference  is  dis- 
cussed. Both  positive  and  potentially  negative 
aspects  are  considered.  In  the  same  vein,  our 
patients’  growing  sophistication  and  knowl- 
edge of  psychological  matters  are  felt  to  be  food 
for  thought. 

Borrowing  the  currently  popular  Russian 
word  glasnost,  various  aspects  of  communi- 
cation are  scrutinized. 

The  sociopathic  individual  is  felt  worthy  of 
mention  and  is  discussed  with  thoughts  as  to 
goals  and  limitations  of  therapy. 

Although  psychotropic  drug  therapy  is  felt 
to  be  outside  the  purpose  of  this  paper,  such 
therapy  is  briefly  examined. 


Introduction 

Without  intention  to  be  dogmatic,  the  present  pa- 
per is  simply  and  summarily  excluding  the  res- 
idents of  and  practitioners  of  psychiatry  from  consid- 
eration. By  the  end  of  residency,  most  psychiatrists 
have  been  exposed  to  sufficient  schools  of  therapy  to 
leave  them  confused  for  half  a decade  or  more.  A few 
never  recover. 

As  the  number  of  psychiatrists  diminishes  secondary 
to  kwashiorkor,  marasmus,  beri  beri,  heat  stroke,  hy- 
pothermia and  other  poverty  related  diseases,  some 
other  physicians  are  going  to  have  to  assume  the  bur- 
dens of  psychotherapy,  like  it  or  not. 

Psychotherapy  and  pharmacotherapy,  contrary  to 
nearly  everyone’s  wishes,  are  not  synonomous.  They 
are  not  even  similar  and  the  latter  will  never  replace 
the  former.  Pharmacotherapy  will  be  briefly  addressed 
later  on.  Psychotherapy  involves  a give  and  take,  an 
exchange  of  ideas  and  interpretations  between  patient 
and  physician.  Transactions  of  this  sort  are  potentially 
damaging  to  the  physician’s  ego  and  occasionally  to 
his  persona. 

To  Treat  or  Not  to  Treat? 

It  is  evident  that  the  physician  is  obligated  to  un- 
dertake emergency  measures  where  such  measures  may 

continued  on  page  12 
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Psychotherapy 

continued  from  page  11 

be  life  saving.  The  psychiatrist  resuscitates  or  applies 
a tourniquet.  The  pathologist  or  radiologist  attempts 
to  dissuade  a suicidal  patient  from  jumping  off  a roof 
top.  The  matter  of  qualifications  is  not  directly  rele- 
vant. The  word  “doctor”  still  generally  evokes  a cer- 
tain degree  of  respect  as  well  as  more  attention  than 
we  might  sometimes  wish. 

Beyond  the  mandatory  life  preserving  measures, 
treatment  (psychotherapy)  necessarily  becomes  an  in- 
dividual choice.  Despite  the  physician  whose  parents 
were  alcoholics  care  or  feel  adequate  to  undertake  care 
of  a patient  who  is  admitted  to  the  hospital  in  a coma 
secondary  to  alcohol/drug  ingestion?  This  is  but  one 
of  many  hard  questions  which  might  be  posed.  The 
physician  may  feel  moved  by  the  “sins”  of  the  parents 
to  obligate  himself.  Or  he  might  be  in  revulsion  of 
parental  transgressions  and  make  a quick  referral.  Either 
response  seems,  in  human  terms,  easily  understand- 
able, but  the  pity  is  that  either  might  be  wrong.  The 
doctor  of  rapid  referral  may  be  bypassing  step  one  of 
“physician  heal  thyself.”  The  accommodating  phy- 
sician may  over  identify  with  the  patient  and  compound 
the  patient’s  problems. 

Hard  questions  have  no  easy  answers.  But  there  are 
clues,  there  are  possibilities,  actually  old  solutions, 
which  we  now  ignore.  We  rush  to  the  office  early, 
leave  late  because  we  have  to  meet  rising  office  ex- 
penses, liability  and  health  insurance  and  reply  to  “peer 
reviews”  which  are  more  often  than  not  invasions  of 
our  patients’  privacy  and  a ruse  to  delay  insurance 
payments  than  reviews  of  any  scientific  validity.  So 
we  find  no  time  to  consult  experts.  Those  experts  are 
our  professional  colleagues.  We  may  delude  ourselves 
by  believing  that  we  talk  to  our  peers  over  lunch.  And 
we  do.  We  talk.  We  exchange  no  information  per- 
taining to  ourselves  or  our  patients’  problems.  Noises 
are  made,  many  of  these  noises  may  briefly  address 
problem  patients,  not  patients’  problems.  We  have 
become  far  too  cautious  to  admit  any  indecision  on 
our  own  part  and  we  are  probably  right.  Talk  continues 
but  communication  has  never  started.  Which  leaves  us 
somewhere  behind  a dolphin. 

A primary  consideration  in  our  determination  to  treat 
or  refer  is  not  very  complex.  Do  we  like  the  patient? 
Does  the  patient  seem  to  like  us?  It  is  not  impossible 
to  treat  a patient  we  dislike  but  it  certainly  complicates 
our  situation  and  it  should  only  rarely  be  necessary. 
Soul  searching  self  analysis  is  not  needed  nor  are  mas- 
ochistic ruminations.  An  old  reliable,  but  often  valid, 
rationalization  is  that  while  we  like  the  patient,  we 
just  can’t  agree  with  what  he/she  is  doing.  This  has 
particular  merit  when  our  patient  clearly  is  more  con- 
cerned with  medication  in  ample  supply  than  in  looking 
into  the  need  for  medicine.  Such  patients  quickly  es- 


cape our  control  and  theirs.  They  will  nearly  always 
be  well  served  by  referral. 

In  summary,  it  will  usually  be  in  the  best  interest 
of  the  patient  to  refer  when  we  feel  an  intuitive  aversion 
or  sense  such  an  aversion  on  the  part  of  the  patient. 
This  is  true  because  we  are  neither  more  nor  less  than 
human.  The  writer  has  several  patients  who  feel  pos- 
sessed of  Divine  authority  but  at  this  point  in  time  the 
therapist  seems  destined  to  operate  at  a human  level. 
Most  would  agree  that  it  is  noble  to  “love  thy  neighbor 
as  thyself”  but  the  same  “most”  may  well  have  a 
neighbor  whom  he  considers  a jackass.  Which  only 
reminds  us  again  of  our  humanity. 

Technical  Errors 

Such  errors  are  ubiquitous  and  in  more  learned  hands 
could  probably  be  made  to  constitute  a book,  a very 
boring  book.  But  a few  should  be  mentioned. 

Most  physicians  feel  an  affection  for  children  and 
prior  to  a psychotherapy  session,  however  brief,  may 
ask  “Would  you  like  to  come  into  the  office  and  talk 
for  a while.”  This  seems  all  very  well  but  what  if  the 
child  says  “No”?  Does  one  seize  the  child  and  force 
him/her  into  the  office/playroom?  If  one  does  so,  ob- 
viously rapport  is  shot  and  it  is  best  to  cancel  the 
appointment  for  a week  or  so.  If  there  is  such  a thing 
as  an  affectionately  imperative  tone,  or  vice  versa,  this 
tone  would  be  the  order  of  the  day.  Practically  speak- 
ing, the  child  is  instructed  to  enter  the  office,  take  the 
assigned  chair  and  perform  as  directed.  Harsh?  No, 
the  child  is  always  a captive  patient  and  as  such,  in- 
clined to  resistance. 

The  severely  neurologically  damaged  patient  is  also 
captive  and  one  never  leaves  the  option  to  say  “No.” 
The  same  is  true  of  the  occasional  person  who  may 
enter  the  office  in  chains  and  escorted  by  officers  of 
the  law.  This  person  may  come  in  for  self-serving 
motives,  e.g..  Social  Security  Disability.  But  crimi- 
nals are  not  very  predictable. 

Transference 

Charles  Rycroft  {A  Critical  Dictionary  of  Psycho- 
analysis) defines  transference  as  “The  process  by  which 
a patient  displaces  on  to  his  analyst  feelings,  ideas, 
etc.,  which  derive  from  previous  figures  in  his  life. 
...”  This  is  not  for  Rycroft  the  end  of  the  matter. 
His  definitions  proceed  for  a page  and  a half.  Coun- 
tertransference can  be  generally  referred  to  as  the  same 
process  in  reverse. 

It  is  difficult  to  imagine  countertransference  as  re- 
sulting in  anything  but  trouble.  Regardless  of  analytic 
or  other  orientation,  most  will  feel  that  the  so  called 
transference  neurosis  may  be  used  through  timely 
interpretation  to  the  benefit  of  the  patient. 

The  words  “previous  figures  in  his  life”  cover  a 
lifetime.  That  lifetime  includes  the  Oedipal  period  dur- 
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ing  which  the  child  may  in  fantasy  view  mother  or 
father  as  love  objects  or  destructive  forces  or,  at  a 
given  time,  one  the  lover,  the  other  the  aggressor.  The 
physician  who  fails  to  recognize  sexualized  transfer- 
ence is  in  peril.  The  physician  who  recognizes  the 
transference  but  chooses  to  ignore  it  in  hope  that  it 
will  go  away  is  ill  informed.  The  transference  may  in 
fact  go  away  but  only  to  be  replaced  by  rage  and 
compulsive  need  for  revenge,  particularly  in  the  hys- 
teroid  patient. 

One  can  offer  no  advice  to  the  physician  guaranteed 
to  protect  him  from  transference.  He  may  be  warm  or 
distant,  understanding  or  critical,  prompt  or  tardy,  but 
the  parent  to  whom  he  is  subject  to  identification  may 
have  had  any  of  the  qualities. 

The  physician  would  be  well  advised  to  recognize 
and  deal  with  transference  or  at  minimum  suspect  the 
phenomenon  and  deal  himself  out. 

The  Patient’s  Interpretations 

We  should  understand  that  our  patients  of  today  are 
much  more  sophisticated  in  matters  of  psychology  than 
they  were  a few  years  ago.  Most  of  present  day  high 
school  graduates  will  have  written  term  papers  on 
depression  or  similar  encountered  problems.  Many 
college  graduates  will  have  taken  several  courses  in 
psychology  and  some  will  be  more  conversant  with 
neuroanatomy  and  neurophysiology  than  the  physi- 
cian. This  is  not  to  be  seen  as  a threat  to  the  treating 
person.  Rather  it  should  lead  to  quicker  and  closer 
collaboration  between  doctor  and  patient.  Our  some- 
what older  patients  read  magazine  articles  and  watch 
television  presentations  on  psychiatry.  Many  patients 
own  the  Physician’s  Desk  Reference  or  various  “pill 
books.”  It  is  unfortunate  that  many  such  books  con- 
centrate on  stressing  medication  side  effects  while  ig- 
noring the  beneficial  effects  for  which  they  were  mar- 
keted. 

The  total  effect,  though,  of  increased  patient  knowl- 
edge and  sophistication  should  be  a positive  one.  Doc- 
tors have,  after  all,  been  learning  for  years  from  the 
patients  and  there  is  no  reason  why  psychotherapy 
should  be  an  exception.  If  there  were  no  patients,  there 
could  be  no  doctors  and  if  there  were  no  psychotherapy 
patients,  there  would  be  no  psychotherapists. 

Our  patients’  interpretation  of  their  own  behavior, 
thoughts  and  even  dreams  have  become  demanding  of 
our  respect.  When  the  patient  asks  our  interpretation 
of  a given  bit  of  behavior,  he  may  well  have  his  own 
preformed  and  well  informed  interpretation.  Thus,  the 
ancient  psychiatric/psychological  ploy  of  turning  the 
question  back  upon  the  patient  may  assume  greater 
value  than  it  ever  enjoyed  at  its  time  of  origin.  Again, 
one  should  emphasize  that  a modified  egalatarian  ap- 
proach is  not  a shameful  one.  The  patient  will  remain 


aware  that  the  physician  has  a much  greater  body  of 
knowledge  and  it  is  not  necessary  to  remind  the  patient 
that  he  is  the  patient.  Or  occasionally  it  may  be  very 
necessary.  The  physician  operates  under  no  oath  to 
indefinitely  tolerate  a smart  aleck  and  a rapid  ego- 
puncture  may  be  quite  therapeutic  for  both. 

What  of  our  patients’  dreams?  Again,  many  are 
correctly  interpreted  by  the  patient  and  require  little 
more  than  a nod  of  agreement.  It  has  always  seemed 
rather  obvious  to  the  writer  that  the  patient  is,  with 
little  guidance,  the  best  interpreter  of  his  own  dreams 
and  even  when  the  interpretation  is  very  evident,  he 
has  tended  to  insist  upon  patient  interpretation. 

But  there  are  dreams  and  there  are  dreams.  Some 
interpretations  seem  perfectly  logical.  Others  seem  a 
bit  weird,  not  really  conforming  to  what  we  may  see 
as  logic.  They  may  prompt  us  to  reevaluate  the  pa- 
tient’s mental  status,  to  consider  whether  we  may  be 
overlooking  an  incipient  psychosis.  The  writer  has  had 
in  treatment  for  four  years  a now  fifty  year  old  chronic 
dysthymic  female  who  has  an  occasional  dream  of 
water;  rain  water,  lake  water,  it  doesn’t  matter.  She 
sees  such  dreams  as  premonitory  of  unfortunate  con- 
sequences to  her  family  or  close  friends,  not  neces- 
sarily lethal  but  of  significant  misfortune.  To  date  she 
has  not  been  wrong.  She  has  a developmental  history 
and  certain  personal  characteristics,  such  as  avoiding 
close  interpersonal  relationships,  which  might  be  con- 
sistent with  an  impression  of  Schizophrenia.  But  she 
is  not  Schizophrenic  and  at  age  fifty  is  not  likely  to 
develop  an  initial  episode.  She  reports  only  dreams  of 
watear,  not  streams  of  dreams  and  she  is  batting  1 ,000. 
No  explanation  is  even  tentatively  offered.  No  logic 
is  discemable,  but  there  it  is.  One  cannot  ask  the  pa- 
tient to  explain  that  for  which  she  does  not  pretend  to 
have  an  explanation.  One  can  only  respect  Major 
League  dreaming. 

A Little  More  Glasnost? 

There  has  got  to  be  something  ironic  when  a dictator 
representative  of  a system  devoted  to  our  destruction 
can  preach  with  great  success  in  Europe  and  consid- 
erable success  in  our  own  country,  a patently  phony 
policy. 

This  happens  when  our  own  physicians  are  looking 
forward,  backward,  from  side  to  side  for  accusations 
of  malpractice  and  usually  know  which  attorneys  to 
target.  There  is  an  obvious,  but  perhaps  often  over- 
looked, detrimental  side  effect.  Few  doctors  are  going 
to  accept  an  attorney  or  his  family  as  patients  except 
in  emergency  situations.  This  currently  is  a minor  health 
hazard  but  one  which  will  grow  rapidly  in  the  absence 
of  truly  effective  legislative  relief;  this  has  not  really 
happened  yet  but  it  can’t  be  terribly  far  away.  Medical 
and  Legal  ethics  dictate  a care  for  those  in  need  but 
as  we  perceive  a legal  notion  that  the  only  good  doctor 
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is  a sued  doctor,  we  may  unconsciously  conclude  that 
the  only  good  lawyer  is  a deceased  one.  It  is  not  con- 
ceivable that  we  would  ever  consciously  make  such  a 
decision,  it  is  too  contrary  to  our  learning,  but  we  can’t 
control  our  superego  which,  stoic  as  it  is,  will  endure 
only  so  much  abuse.  This  sounds  cruel  and  if  it  ever 
happens  it  would  be  cruel  beyond  imagination.  But 
because  we  are  human,  we  do  certain  things  outside 
our  actual  awareness.  And  because  we  remain  human, 
we  also  do  things  of  which  we  are  perfectly  aware.  It 
would  be  of  considerable  interest  to  poll,  in  confi- 
dence, physicians  as  to  how  often  they  are  booked  up 
when  an  attorney  calls  for  referral  of  self,  family  or 
client. 

Glasnost,  as  it  pertains  to  doctor/patient  inter- 
change, seems  on  the  whole,  to  be  going  pretty  well. 
Some  physicians  may  be  exploiting  such  things  as 
Medicaid  but  they  seem  subject  to  fairly  close  scrutiny. 
Some  patients  will  present  with  conscious  intent  to 
exploit  the  physician. 

An  actual  case  of  such  a patient  intent  seems  useful. 

C. , a thirty-two  year  old  white  male,  entered 

with  a complaint  of  sexual  urges  toward  two  adolescent 
step-daughters.  He  professed  a revulsion  for  such 
thoughts.  He  acknowledged  a feeling  of  physical  nau- 
sea upon  reading  of  incestuous  acts.  He  was  drinking 
heavily  owing  to  his  distress  but  was  working  regu- 
larly. The  potential  therapist  (in  this  case,  the  writer) 
asked  what  should  be  routine  questions.  In  handwrit- 
ten, as  opposed  to  dictated,  notes,  the  patient  was 
asked  about  hallucinations,  delusions,  ideas  of  refer- 
ence and  the  like.  Comments  were  recorded  that  his 
affect  was  normal  and  associations  were  not  loose.  His 
ability  to  discern  right  from  wrong  was  explored  and 
recorded.  He  was  seen  fairly  regularly.  A large  man 
of  probably  dull  normal  intelligence,  he  seemed  to 
develop  a sort  of  younger  brother/older  brother  trans- 
ference. After  several  months,  he  apologetically  ex- 
plained that  he  had  been  earlier  indicted  for  Childhood 
Sexual  Abuse  and  Sodomy  and  in  a distant  city  was 
scheduled  to  face  trial.  Who  had  referred  him?  His 
lawyer.  Thanking  him  for  his  referral,  I wrote  his  legal 
representative  and  enclosed  my  initial  notes.  My  tes- 
timony very  quickly  became  undesirable. 

To  the  misfortune  of  this  patient,  he  had  a dumb 
(but  expensive)  lawyer.  The  patient  is  probably  now 
in  prison.  The  lawyer’s  mistake  was  in  referring  him 
to  a psychiatrist.  What,  and  we  are  down  to  the  punch 
line,  might  have  happened  if  he  were  referred  to  an 
emergency  room  physician,  a competent  internist  or  a 
resident  physician?  This  patient  had  somatic  symptoms 
including  chest  pain  which  merited  investigation.  Well 
counseled,  he  should  have  been  advised  to  present  with 
physical  complaints  and  without  his  psychological  ones 
for  a few  visits.  He,  in  his  helplessness,  had  a certain 


appeal  and  could  have  captured  many  physicians. 

The  above  sounds  like  a rather  scary  story  and  it  is. 
But  it  happened,  it  has  happened  before  and  it  will 
again  happen  and  it  will  happen  to  a substantial  number 
of  readers.  The  precautionary  measures  mentioned  are 
not  difficult  or  prolonged.  Where  legal  or  potentially 
legal  matters  are  involved,  a word  to  the  wise  should 
be  sufficient. 

Where  glasnost  may  be  falling  somewhat  short  in 
doctor/patient  relationships  lies  in  our  often  stubborn 
refusal  to  admit  error.  This  sort  of  refusal  in  a psy- 
chotherapeutic interchange  is  the  antithesis  of  the  ideal. 
Our  patients  need  the  awareness  that  we  have  made 
errors,  do  make  errors  and  will  continue  to  make  er- 
rors. It  is  the  writer’s  conviction  that  such  awareness 
will  not  diminish  the  patient’s  respect  for  his  therapist. 
Much  to  the  contrary,  a “neither  of  us  is  perfect’’ 
attitude  seems  an  ideal  way  to  begin  a relationship. 
The  resident  should  not  be  reluctant  to  admit  inex- 
perience, the  patient  is  going  to  know  anyway.  It  is 
indifference,  not  inexperience,  which  will  alienate  the 
patient  and  possibly  render  him  dangerous.  The  de- 
pressed patient  may  be  curious  as  to  the  number  of 
suicides  his  physician  has  treated.  Wouldn’t  you?  In 
actual  practice,  the  depressed  person  will  usually  lack 
the  agressiveness  to  pose  the  question  directly.  He  is 
more  apt  to  ask  in  general  terms.  He  still  deserves  the 
best  answer  we  can  provide.  According  to  a recent 
issue  of  an  excellent  journal.  Psychiatric  Annals,  twenty 
percent  of  persons  will  suffer  Major  Depression  and 
of  that  number,  twenty  percent  will  suicide.  The  writ- 
er’s estimate  is  that  in  the  Southeast,  that  figure  would 
be  appreciably  lower  because  of  the  continued  ex- 
tended family,  religious  conviction  that  suicide  is  not 
within  the  realm  of  Divine  acceptance,  Celtic  remnants 
of  an  ancestry  which  dictates  that  it  is  more  fun  to 
attack  than  retreat  and  probably  other  factors  which, 
at  the  moment,  don’t  come  to  mind. 

The  apparent  lack  of  openness  between  physicians 
has  been  mentioned  and  need  not  be  belabored.  In  the 
physician  who  has  been  sued,  reticence  is  to  be  under- 
stood; in  the  remainder  who  have  not,  but  expect  to 
be,  the  same  understanding  prevails.  There  are  no  other 
doctors  from  whom  to  elicit  an  opinion. 

Glasnost  is  a word  which  seems  to  have  a certain 
fascination,  which  may  account  for  its  public  appeal. 
One  must  wonder  whether  the  person  who  embraces 
glasnost  is  a glasnostic.  Is  the  student  of  glasnost  a 
glasnostician?  Would  Alexander  Pope  have  com- 
mented “A  little  glasnost  is  a dangerous  thing,  drink 
deep  or  taste  not  . . .’’?  If  Pope  were  alive  today,  that 
wise  man  may  have  said  exactly  that. 

The  Physician  and  the  Sociopath 

Many  Sociopaths  are  in  prison  but  more  are  not.  No 
clinician  is  going  to  get  through  a career  of  practice 

continued  on  page  22 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.Jhe  following  Is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or  hyperten- 
sion, Edema  or  hypertension  requires  therapy  titrated  to  the  inoividual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings.  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  fhe  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  ‘Dyazide’.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation, 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity, 

Arlverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  In  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide' 
although  a causal  relationship  has  not  been  established. 

Supplied:  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
100D  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (Intended  for 
institutional  use  only);  in  Patlent-PaK"*  unit-ot-use  bottles  of  100. 
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In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Potassium  - Sparing 

DfXAZroE* 

25  mg  Hydrochlorofhiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina.  PR  00630 


The  unique 
red  and  ■white 
Dyazide®  capsule: 
"Vbur  assurance  of 
SK&F  quality. 
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Consider  the 
causative  organisms... 


cefaclor 


250-nng  Pulvules®  t.i.d. 
offers  effectiveness  againsf 
fhe  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
to  the  cephalosporins  and  should  be  given  cautiously  to  prevention  of  streptococcal  infections,  including  the  prophy- 
penicillin-allergic  patients.  laxis  of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  Information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  Streptococcus 
pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A /3-hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti- 
biotics. It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it, 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  ahtibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates  mother's 
milk.  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
ihcluded  erythema  multiforme  [rarely,  Ste- 
vehs-Johnson  syhdrome)  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and.  frequently,  fever):  1,5%:  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy 

• As  with  some  penicillihs  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  contusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported 

• Other:  eosinophilia.  2%:  genital  pruritus  or 
vaginitis,  less  than  1%;  and.  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 

etiology 

• Slight  elevations  in  hepatic  enzymes. 
•Transient  fluctuations  In  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine, 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Cllnitest* 
tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  |061787l| 
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Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement: 


CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
Ih^k  of  patients.) 


Please  see  last  fxtge  of  this  advertisement  far 
brief  summary  of  prescribing  information. 
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ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  ft^e  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
disconifort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  SummEiry 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  unique  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropriate  in 
treating  all  genital  herpes  infections.  The  following 
guidelines  may  be  useful  in  weighing  the  benefit/ 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 

The  promptness  of  initiation  of  therapy  and/or  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  and  or  severity  of  recurrences  in  greater 
than  95'7(:  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  of  patients.  Some  patients 

experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  .such  a remmen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affectea 
atients.  Unanswered  questions  concerning  the 
uman  relevance  of  m uitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (.see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
F’ertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discu.ssion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  agaimst  the  severity  of  their  di.sease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  preci.se 
evaluation  of  the  benefit/risk  as.se.ssment  of  pro- 
longed therapy. 

Limited  studies  have  .shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  epi.sodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Cap.sules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility),  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relatiomship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advi.sed  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy 

Drug  Interactions:  Co-admini.stration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/ kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg'kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg/kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/kg/day,  p.o.)  or  in 
rats  (25  mg/kg/day,  s.c.).  At  50  mg/Tcg'day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrea.se  in  implanta- 
tion efficiency  hut  no  concomitant  decrea.se  in  litter 
size  at  a dose  of  50  mg/kg/day.  No  effect  upon 
implantation  efficiency  was  ob.served  when  the 
same  dose  was  admini.stered  intravenously  In  a rat 
peri-  and  po.stnatal  study  at  .50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrea.se  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetu.ses  in  the  F,  generation.  Although 
not  stati.stically  significant,  there  was  al.so  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg  kg  day 
and  25  mg  kg  day,  s.c.  The  intravenous  admini.stra- 
tion  of  100  mg/lcg  day,  a dose  known  to  cause  ob- 
.structive  nephropathy  in  rabbits,  cau,sed  a 
significant  increa.se  in  fetal  re.sorptions  and  a 
corresponding  decrea.se  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, caused  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4- week  postdose  recovery 
phase  after  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7^1  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%  ),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6% ). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis ( 1 ),  muscle  cramps  ( 2 ),  pars  planitis  ( 1 ), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1 ),  accelerated  hair  loss  ( 1 ),  and 
depression  ( 1 ). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
slO  ml/minT.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
“Wellcome  ZOVIRAX  200"  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15'-30“C  (.59  -86’F)  and  protect  from  light. 


*ln  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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without  encountering  his  quota  of  Sociopaths.  We  may 
justly  insist  that  one  such  person  is  more  than  our  quota 
but  it  won’t  work.  They  are  rather  bountiful  and  they 
seem  to  reproduce  in  their  own  image. 

Easily  the  most  important  thing  to  remember  is  that 
the  Sociopath  is  potentially  a very  dangerous  individ- 
ual . We  tend  to  think  of  him  as  impulse  ridden  and  at 
times  he  may  be.  Also  he  is  cunning,  often  brutal, 
conniving  and,  given  appropriate  stimulus,  can  delay 
gratification  in  service  of  what  he  conceives  to  be 
revenge.  He  may  be  an  intelligent,  even  charming, 
conversationalist  and  hail  fellow  well  met.  He  may 
seem  a person  you  would  like  to  get  to  know.  Believe, 
he  is  not  a person  you  would  want  to  know  beyond 
making  an  appropriate  diagnosis. 

For  purposes  of  illustration,  one  might  compare  the 
manic  psychotic  with  the  Sociopath.  The  Manic  is 
dangerous  if  his  impulse  of  the  moment  is  thwarted. 
If  one  is  sufficiently  fleet  of  foot  or  surrounded  by 
sufficient  male  staff,  one  is  safe  and  by  the  following 
day  the  whole  matter  is  forgotten.  If  the  Sociopath 
truly  decides  you  belong  among  the  dead,  you  should 
update  your  last  Will  and  Testament.  Or  join  the  Navy. 
Or  something. 

Although  it  may  be  quite  primitive,  the  Sociopath 
will  usually  have  some  sense  of  fair  play  and  will 
appreciate  a similar  but  stronger  quality  in  his  physi- 
cian. What  we  have  to  offer  him  in  terms  of  guidance 
is  limited.  The  most  mistaken  thing  we  could  try  would 
be  an  effort  to  build  for  him  a Superego.  One  cannot 
build  without  a foundation.  We  can  teach  him  how  to 
stay  out  of  prison.  He  really  doesn’t  want  to  be  there 
and  if  we  are  persistent  without  becoming  inflexible, 
he  may  appreciate  our  efforts  and  both  patient  and 
society  will  be  beneficiaries.  But  we  do  not  attempt 
an  appeal  to  the  conscience.  The  Sociopath  neither  has 
nor  has  any  wish  for  one.  This  element  of  the  psyche 
is  a nuisance.  We  can  be  forgiven  if  we  have  an  oc- 
casional pang  of  envy  for  that  patient  who  is  unen- 
cumbered by  a conscience.  “Sociopath  for  a Day’’ 
should  be  a popular  television  game  show.  While  we 
can  possibly  teach  the  Sociopath  to  avoid  prison,  we 
will  be  unsuccessful  in  efforts  to  intrude  upon  his  “per- 
sonal life’’  which  may  include  spouse  and  child  abuse. 

If  our  sociopathic  patient  likes  us,  we  may  be  stuck 
with  him.  If  he  fervently  dislikes  us,  we  may  be  stuck 
in  a literal  sense. 

It  ought  to  be  emphasized  that  the  above  discussion 
deals  with  the  dyed  in  the  wool  no  holds  barred,  red 
blooded  American  Sociopath.  In  contrast,  we  all  have 
had  patients  who  we  are  likely  and  sometimes  fondly 
apt  to  refer  to  as  Psychopaths  or  Sociopaths.  These 
are  patients  who  do  have  psychopathic  deviant  traits 
which  will  be  reflected  in  psychological  testing  but 
can  also  be  identified  clinically.  They  like  to  see  how 


much  they  can  bend  the  rules  without  breaking  them 
or  at  least  breaking  them  without  getting  caught.  They 
are  the  manipulators  without  equal.  They  may  become 
angry  when  we  discourage  manipulation.  They  see 
frustration  of  manipulation  as  a challenge,  they  re- 
group and  try  again.  And  yet  again. 

This  large  group  of  patients  are  not  without  a con- 
cept of  right  and  wrong.  Wrong  just  often  seems  more 
attractive.  Many  are  alcohol  prone.  They  are  not  bru- 
tal. They  do  not  represent  the  physical  threat  present 
in  the  genuine  article.  They  may  be  quite  kind  and 
empathetic,  especially  toward  others  with  similar  per- 
sonality patterns.  So  we  are  discussing  two  different 
type  persons  who  may  bear  the  same  label.  This  is  not 
particularly  tragic.  It  is  tragic  only  if  we  are  guilty  of 
diagnostic  error,  an  error  which  we  cannot  afford. 

Historically  it  might  be  worthwhile  to  briefly  trace 
the  nomenclature  of  the  Psychopath/Sociopath  which 
many  physicians  may  have  read  and  wisely  forgotten. 
It  would  seem  imperative  to  give  credit  to  such  persons 
as  Freud,  Bleuler  and  the  psychoanalytic  thinkers  for 
initial  efforts  toward  a relatively  orderly  move  directed 
to  nomenclature.  In  the  (analytic)  beginning,  certain 
disease  entities  were  identified.  We  had  Conversion 
Hysteria,  Phobias,  Obsessive  Compulsives,  etc.  This 
left  a large  group  of  persons  recognized  as  ill  but 
without  specific  diagnoses  and  these  were  lumped  to- 
gether as  Psychopaths.  And  so  they  remained  for  some 
time.  Not  really  until  this  century  was  systematic  at- 
tempt made  to  contribute  substantially  to  the  nomen- 
clature. We  have  had  DSM  I,  DSM  II,  and  DSM  III, 
and  doubtless  will  in  the  future  have  DSM  IV  and  so 
on.  We  may  eventually  equal  the  Super  Bowl.  The 
result  has  been  to  remove  the  “Psychopath”  from  the 
waste  heap  and  replace  him  with  the  Sociopath  who 
has  specific  personality  patterns.  The  tendency  to  use 
Psychopath/Sociopath  interchangeably  has  remained 
and  is  still  fairly  common. 

Use  of  Psychotropic  Medications 

Psychotropics  are  still  being  investigated  by  re- 
search psychiatrists,  psychologists  and  neuropsychol- 
ogists. Until,  and  if  ever,  this  process  ends,  the  best 
advice  one  can  give  is  to  use  them  with  respect.  This 
is  also  the  advice  that  will  be  ignored  by  a number  of 
physicians,  that  number  varying  from  most  to  all.  The 
next  best  thing  is  not  to  screw  things  up  too  badly. 

The  depressed  individual  remains  the  most  reliable 
model.  That  person,  most  often  than  not  compulsive, 
may  present  with  a list  of  medications  that  failed  to 
work.  He/she  may  inform  the  psychiatrist  that  perhaps 
one  or  two  served  as  an  aid  to  sleep  but  other  than 
this  didn’t  do  much  toward  alleviating  depression.  The 
next  thing  the  psychiatrist  will  ask  is  identification  of 
the  medicine,  daily  dosage  and  the  length  of  trial  on 
the  “unsuccessful”  antidepressant.  Without  deliber- 

continued  on  page  24 


22  / Alabama  Medicine,  The  Journal  of  MASA 


Sometimes  ^ 

you  just  can^ 
operate  | 

alone* 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name . 


Street . 


City. 


. State . 


.Zip. 


County . 
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ately  singling  out  any  given  medication,  one  can  say 
that,  e.g.,  Imipramine  and  Amitriptyline  are  two  old 
(and  useful)  drugs  with  which  most  clinicians  are  fa- 
miliar and  feel  comfortable. 

These  same  physicians  will  be  aware  of  common 
side  effects  and  impart  this  knowledge  to  the  patient. 
Faced  with  a Major  Depression,  how  many  physicians 
are  familiar  with  the  necessary  dosage  and  length  of 
time  of  therapeutic  effect  of  the  two  drugs  just  men- 
tioned? They  are  roughly  150-300  mgm  and  four  to 
six  weeks,  far  less  dosage  and  far  shorter  time  than 
most  patients  will  receive. 

Many  Dysthymic  persons  may  respond  to  a 50  mgm 
bedtime  dose  of  these  antidepressants.  But  they  are 
responding  to  their  confidence  in  their  physician  and 
to  that  physician’s  reassurance  and  confidence  in  him- 
self. They  are,  in  other  words,  responding  to  psy- 
chotherapy. 

There  is  what  may  seem  a contradiction  in  the  above 
paragraphs.  Is  this  person  writing  to  us  that  we,  as 
physicians,  are  going  to  have  to  become  psychother- 
apists but  attempting  to  deny  us  the  use  of  psychotropic 
agents?  This  is  not  the  intention.  The  intent  is  a word 
of  caution.  In  medical  school  we  do  not  become  well 
familiar  with  the  whole  spectrum  of  psychotropics.  It 
seems  best  to  become  familiar  with  a smaller  number 
of  antidepressants,  anxiolytic  agents,  etc.,  and  become 
familiar  with  their  effects  and  side  effects.  Psychiatric 
consultation,  if  only  on  a one  time  basis,  will  be  avail- 
able if  needed  as  regards  medications  with  which  the 
physician  may  feel  ill  at  ease. 

The  use  of  neuroleptic  (antipsychotic)  medications 
by  non-psychiatric  practitioners  seems  questionable 
because  of  side  effects,  all  distressing  and  at  least  two 
(Tardive  Dyskinesia  and  Neuroleptic  Malignant  Syn- 
drome) very  severe.  Most  psychiatrists  would  doubt- 
less prefer  that  some  other  physician  initiate  neuro- 
leptic therapy.  But  the  psychotic  patient  has  got  to 
have  antipsychotic  medication  and  there  is  no  escaping 
this. 

There  ought  to  be  a better  way  to  end  a paper  than 
with  what  sounds  like  doomsday  prophecies  and  in 
truth,  serious  side  effects  are  rare.  Yet,  what  needs 
saying  needs  saying. 

Odds  and  Addendums 

One  had  ought  to  never  reread  what  he  or  she  has 
written.  It  is  at  best  a self  punitive  practice  and  worthy 
of  the  late,  unlamented  Hungarian  Count  Masoch  (as 
opposed  to  the  Gabor  sisters).  What  one  sees  is  a 
hundred  words/phrases  which  are  needful  of  slight 
change.  Or  a hundred  reasons  why  the  whole  thing 
should  be  consigned  to  a waste  basket. 

Regarding  the  present  paper,  it  can  be  noted  that 


the  word  “psychotherapy”  is  used  all  too  narrowly. 
Any  word  or  deed  calculated  to  better  the  condition 
of  the  patient  is  de  facto  psychotherapy.  It  may  be 
termed  reassurance,  consultation,  a scolding,  a heart 
to  heart  discussion,  it  doesn’t  really  matter  so  long  as 
the  intent  is  benign  and  the  hoped  for  result  is  thera- 
peutic. 

The  physician’s  obligation  in  crisis  intervention 
seems  clear  cut  but  the  example  chosen  may  be  overly 
simplified.  People  can  and  do  jump  off  roof  tops  but 
for  each  of  these,  dozens  are  found  unconscious  on 
country  roadsides.  If  they  smell  strongly  of  alcohol, 
it  seems  logical  to  assume  that  they  have  overindulged 
and  passed  out.  We  will  palpate  the  skull  for  possible 
fracture,  we  will  inspect  nose  and  ears  for  blood,  check 
equality  of  pupils,  test  limbs  for  rigidity,  neck  for 
stiffness,  check  for  positive  Oppenheim,  Chaddock 
and  Babinski,  in  short,  do  about  everything  we  can 
do  barehanded.  We  are  not  likely  to  be  equipped  with 
ophthalmascope,  otoscope  and  so  on.  We  will  not, 
however,  have  ruled  out  completely  recent  closed  head 
injury  or  cerebral  vascular  accident.  We  will  proceed 
to  the  nearest  town  and  request  that  an  ambulance  be 
dispatched.  By  the  time  the  ambulance  arrives  and 
transports  the  patient  to  the  appropriate  hospital  and 
the  patient  examined,  the  clinical  picture  may  have 
totally  changed.  Pupils  may  be  unequal,  rigidity  pres- 
ent, pathological  reflexes  abundant.  We  may  then 
wonder  just  how  far  the  Good  Samaritan  law  extends. 

We  may  rest  uneasily  assured  that  any  town  worth  its 
salt  will  contain  at  least  one  attorney  ready  and  willing 
to  test  the  validity  and  extension  of  that  law.  Should 
this  mean  that  the  physician  should  bypass  the  roadside 
unconscious  patient?  Perhaps  logically  yes  but  in  prac- 
tice a definite  “no”;  physicians,  sometimes  to  their 
misfortune,  are  not  always  logical  creatures. 

Beyond  emergency  measures,  we  would  seem  to 
have  an  option  to  treat  or  not  to  do  so  but  we  must 
take  care  to  avoid  patient  abandonment.  We  may  not 
have  a right  to  stop  treatment  until  we  have  expressed 
in  writing  or  in  the  presence  of  reliable  witnesses  our 
willingness  to  assist  the  patient,  within  reasonable  time  * 

limits,  in  search  for  another  physician.  The  criteria  for  ^ 

patient/doctor  and  doctor/patient  selection  do  seem  j 
worthwhile.  The  same  seems  true  for  the  admittedly  ; 
incomplete  mention  of  technical  errors,  with  particular 
attention  to  children. 

The  fact  of  the  patients’  growing  sophistication  in 
subjects  of  psychological  interest  may  be  a bitter  pill 
for  the  physician,  especially  the  psychiatrist,  to  swal- 
low but  it  seems  a matter  of  fact  and  seems  likely  to 
become  increasingly  a matter  of  fact.  We  probably 
would  do  well  to  accept  it,  embrace  it  and  in  the  most 
benign  way,  exploit  it  to  the  well  being  of  the  patient. 

We  do  have  a choice.  We  can  accept  or  we  can  all 
become  analysts  on  the  theory  that  we  will  then  au- 

continued  on  page  26 
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How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“Medic  continues  to  be  the  best 
system  for  our  ciients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it's  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“it’s  heiped  our  cash  fiow 
tremendousiy.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation’s  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  iightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickiy.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you’re  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


medic 

computer  systems 


8601SixForksRd.,Ste.300,Raleigh,NC27615 
Ph.919-847-8102.lnNCCall:l-800-822-2914 
In  Western  US  Call:  1-800-541-7717 
In  Eastern  US  Call:  1-800-334-8534 

Other  Offices:  Orlando,  Ann  Arbor,  Chicago, 
Cincinnati,  Pittsburgh,  Richmond,  Atlanta 

!~  Please  tell  me  how  Medic  Computer  "”! 
Systems  can  help  my  practice. 

I Name I 

I I 

I Address i 

' City I 

I I 

I State Zip I 

Phone ( ) 

I Number  of  physicians  in  practice I 

I I 

I Specialty i 

I Medic  Computer  Systems  | 

I 6601  Six  Forks  Rd.,  Suite  150  | 

I Raleigh,  North  Carolina  27609  ■ 


Psychotherapy 
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tomatically  assume  control,  perhaps  a mistaken  theory 
in  all  but  the  most  primitive  of  patients.  Acceptance 
is  not  without  peril.  The  depressed  or  incipiently  psy- 
chotic patient  may  consult  his  PDR  on  a regular  basis 
and  request  a change  in  medication  before  the  initial 
one  has  opportunity  to  prove  or  disprove  itself.  We 
may  choose  to  retain  what  we  see  as  command  and 
insist  that  the  patient  continue  his  original  medication 
until  its  worth  is  established.  In  this  case  the  patient, 
more  likely  than  not,  will  play  his  game  with  another 
physician  or  another  or  another.  Or,  where  no  excess 
of  controlled  medications  is  involved,  we  might  see 
fit  to  allow  the  patient  to  play  his  PDR  game  until  that 
reference  is  exhausted  and  he  seeks  our  advice,  or  that 
of  another  doctor.  Whatever  the  circumstances  and 
they  need  not  involve  medication  maneuvers,  our  pa- 
tient is  probably  going  to  present  with  better  insight 
than  a few  years  ago.  If  our  psychotherapy  sessions 
often  tend  to  take  on  a more  conversational  tone  as 
opposed  to  “me  Chief,  you  Indian”  than  was  formerly 
the  case  and  if  our  patient  emerges  improved,  who 
cares?  Or  for  what  selfish  reason? 

The  current  head-on  collision  between  lawyers  and 
doctors  can  only  be  viewed  with  sorrow.  This  seem- 
ingly at  this  time  is  commencing  much  in  the  financial 
favor  of  the  lawyer.  Any  doctor  can  be  sued  but  few 
can  be  bought.  And  who  wants  a doctor  who  can  be 
bought?  Doctors  can  exist  without  lawyers.  Few  law- 
yers and  their  families  can  long  exist  in  good  health 
without  doctors.  Newspapers  and  news  magazines  are 
preoccupied  with  AIDS.  A legal  community  without 
medical  care  commands  no  headlines  but  perhaps  it 
should  and  it  soon  may.  There  is,  as  yet,  no  cure  for 
AIDS.  Sound  legal  and  medical  minds  should  be  able 
to  cooperate  and  produce  a cure  for  their  own  im- 
pending crisis.  This  crisis  has  been  mostly  and  not  at 
all  subtly  been  included  in  the  subsection  on  glasnost. 
If  glasnost  or  “openness”  operates  as  advertised,  this 
discussion  is  precisely  where  it  belongs. 

The  perils  of  dealing  with  the  Sociopath  needs  some 
discussion  and  receives  some.  When  one  offers  the 
physician  little  but  the  option  of  remaining  alive  and 
keeping  his  patient  out  of  prison,  accolades  are  not 
expected. 

Essentially  all  that  can  be  said  about  psychotropics 
in  a paper  not  intended  to  deal  with  them  is  said.  For 
all  the  impact  these  remarks  are  likely  to  generate,  it 
probably  belongs  in  the  waste  basket.  Still  a few  might 
listen. 


Conclusion 

Of  psychotherapy  one  might  do  worse  than  borrow 
from  Edward  Gibbon  “The  winds  and  waves  are  al- 
ways on  the  side  of  the  ablest  navigators.”  [E 
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This  space  contributed  as  a public  service. 

‘mTHERE  IS 

UFEAniR 

BREAST  CANCER. 

ANDTHATSTHE 
WHOIE  POINT.” 

-Ann  Jillian 


A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 

Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  1 found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


VAAAERICAN  CANCER  SOQETY’ 

^ Get  a checkup.  Life  is  worth  it. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD. 


TELLYOUR 
miENTS  THEIR 
CHOLESTEROL  NUMBER... 
BEFORE  THETASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NATIONAL  HEART,  LUNG,  AND  B10OD  INSHTUTE 

National  Institutes  of  Health  • Public  Health  Service  • US  Department  of  Health  and  Human  Services 


CORRESPONDENCE 


A Plea  for  a Return  to  the  Past 

Editor,  Alabama  Medicine: 

It  is  unusual  to  hear  a young  physician  extol  the 
virtues  of  health  care  past,  but  in  the  area  of  obstetrical 
care  in  Alabama,  it  seems  appropriate. 

When  I began  my  faculty  career  at  the  School  of 
Primary  Medical  Care  in  Huntsville  in  1983,  there 
were  approximately  150  family  physicians  delivering 
babies  in  Alabama.'  Most  were  rural  physicians  per- 
forming cesarean  sections  when  needed,  and  the  re- 
mainder had  working  arrangements  with  local  sur- 
geons. 

A regional  obstetrical  referral  network,  largely  based 
in  our  state’s  medical  school  campuses,  provided  ready 
access  to  care  for  high  risk  deliveries.  We  had  moved 
from  the  state  with  one  of  the  worst  perinatal  mortality 
rate  to  one  of  the  better  in  the  southeast.  The  family 
physicians  in  small  towns  throughout  Alabama  pro- 
vided primary  care  for  mothers  and  babies  (as  well  as 
the  males  in  the  family)  whether  they  could  pay  or 
not. 

As  these  physicians  decided  to  wind  down  their 
practices  and  retire,  our  family  practice  residency  pro- 
grams provided  eager,  well-trained  replacements.  We 
had  a system  we  could  be  proud  of,  and  it  seemed  like 
an  ideal  time  to  go  to  one  of  our  best  residencies  to 
help  teach  obstetrics  to  medical  students  and  residents 
— and  it  was  fun. 

Somewhere  in  the  last  few  years,  something  awful 
happened.  Annual  medical  liability  insurance  premi- 
ums for  these  physicians  went  from  around  $6,000  to 
about  $35,000.  Doctors  who  felt  in  touch  with  the 
families  in  their  areas  began  to  be  called  into  court  by 
them.  Some  regional  centers  stopped  accepting  high 
risk  transports,  and  more  indigent  patients  came  to 
small  hospitals  in  labor  without  the  benefit  of  prenatal 
care. 

Rural  family  physicians  were  forced  to  deliver  these 
high  risk  patients  whom  they  had  never  met  before, 
generating  more  suits.  These  physicians  considered 
their  options  seriously,  and  many  begrudgingly  stopped 
providing  obstetrical  care.  We  now  have  about  30  fam- 
ily physicians  delivering  babies  in  private  practice  in 
Alabama. 

Medical  school  graduates  now  in  family  practice 
residency  programs  saw  the  handwriting  on  the  wall: 
“If  I want  to  stay  in  Alabama,  I can’t  deliver  babies.’’ 
It  was  difficult  for  training  programs  to  maintain  their 
interest  in  training  family  physicians  to  do  obstetrics. 
Now  to  be  eligible  for  liability  insurance,  the  new 
graduate  had  to  be  competent  in  cesarean  section,  a 


significant  problem  for  some  programs.  The  result  was 
that  very  few  of  our  family  practice  residency  grad- 
uates provide  obstetrical  care,  and  those  few  who  do 
are  choosing  to  locate  outside  Alabama. 

These  are  the  roots  of  the  maternal  health  care  crisis 
in  Alabama,  in  my  opinion.  The  system  that  existed 
through  most  of  1986  was  studied  and  reported  as  the 
Alabama  Perinatal  Outcome  Project:  A network  of 
family  physicians.  The  results  show  outstanding  re- 
sults from  these  small  community  hospitals.^- It 
would  be  a major  step  forward  for  our  state  to  return 
to  such  a system. 

There  is  no  simple  solution  to  this  problem.  Family 
practice  obstetrics  must  be  made  economically  feasible 
again,  and  we  must  re-kindle  the  community  spirit  in 
all  physicians.  The  regional  referral  network  must  be 
strengthened  and  we  must  renew  our  commitment  to 
all  future  Alabamians  by  providing  quality  maternal 
care  for  all.  The  report  of  the  committee  on  Human 
Resource  Development  of  the  Southern  Growth  Poli- 
cies Board  is  mandatory  reading  for  concerned  citi- 
zens.® This  report  states  that  the  cycle  of  poverty  and 
ineffective  education  that  we  strive  to  overcome  is 
fueled  by  poor  health,  and  nowhere  is  this  more  ap- 
parent than  in  the  results  of  inadequate  maternity  care. 

This  issue  is  a real  and  present  danger  to  our  way 
of  life  in  the  South.  I urge  each  person  to  become 
involved  in  his/her  own  sphere  of  influence  to  discuss 
options  to  seek  a lasting  solution.  It  is,  I think,  worth 
the  effort. 

WILLIAM  J.  CRUMP,  M.D. 

Huntsville,  AL 

References 

1.  Crump  WJ,  Redmond,  DB:  “Final  Report;  A Survey  of  Family  Physicians 
Providing  Obstetrical  Care,”  Alabama  Medicine.  55(10):26-27,  1986. 

2.  Crump  WJ:  “Obstetrical  Practice  Style  and  Clinical  Policy  in  Residency  Train- 
ing,” Family  Medicine,  19(5):378-379,  1987. 

3.  Crump  WJ:  “The  Alabama  Perinatal  Outcome  Ih-oject:  Some  Methodological 
Issues,”  Fam  Pract  Res  J,  7(1):3-U,  1987. 

4.  Crump  WJ;  “The  Bishop  Score  and  Labor  Duration:  A New  Look,”  South 
Med  J;  In  press. 

5.  Crump  WJ:  “The  Management  of  the  Postdate  Pregnancy  in  Community  Hos- 
pitals,” J Fam  Pract;  In  press. 

6.  The  Report  of  the  Committee  on  Human  Resource  Development,  1986  Com- 
mission on  the  Future  of  the  South.  Southern  Growth  Policies  Board,  Research 
Triangle  Park,  N.C.,  1986. 


Barely  Passing 

Editor,  Alabama  Medicine: 

This  is  written  in  response  to  an  article,  “Persist- 
ence,” written  by  a “Ucello,  M.D.”  in  the  September, 
1987  issue. 

I can’t  tell  where  he  got  the  component  “Press  On” 
from.  His  first  paragraph  implies  that  it  might  be  from 
reading  Today’ s Chiropractic. 

I have  always  wanted  to  know  where  the  “Press 
On”  article  came  from.  Is  that  the  source? 

continued  on  page  30 
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Barely  Passing 

continued  from  page  29 

The  whole  article  is  so  poorly  written  that  the  best 
I could  give  the  writer  is  70,  and  that  is  a passing  mark 
if  I were  grading  papers. 

Without  causing  too  much  insult  to  injury,  tell  “Dr. 
Ucello”  he  might  be  suffering  from  some  stage  of 
Alzheimer’s  and  it  would  be  wise  if  he  voluntarily 
submitted  to  the  Impaired  Physician’s  Committee  of 
MASA. 

JAMES  D.  NETTLES,  M.D. 
Arlington,  Alabama 


MEDICAL  STUDENT  AFFAIRS 
OFFICER 

The  University  of  Alabama  School  of  Medicine  invites  applications  for 
the  position  of  Assistant  Director,  Office  of  Medical  Student  Affairs.  The 
Assistant  Director  reports  to  the  Director  for  Student  Affairs  who  has  overall 
responsibility  for  the  student  affairs  activities  of  a student  body  of  600. 

Responsibilities:  Assists  director  in  full  range  of  student  affairs  activities; 
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Spontaneous  Relapse  of  Late 
Onset  Group  B 
Streptococcal  Septicemia 

Pamela  B.  Hudson,  M.D.* 

John  R.  Montgomery,  M.D.* 


Abstract 

Spontaneous  relapse  of  Group  B streptococ- 
cal (GBS)  infection  is  rare.  We  describe  an 
infant  with  late  onset  GBS  septicemia  and  sub- 
sequent spontaneous  relapse.  There  was  no 
evidence  of  occult  focus  of  infection,  inade- 
quate treatment  or  tolerance  of  the  organism 
to  Penicillin.  In  the  absence  of  the  above  con- 
ditions, true  spontaneous  relapse  of  GBS  sep- 
ticemia can  be  diagnosed.  There  is  no  pub- 
lished protocol  for  treatment  in  these  rare  cases. 
We  describe  our  approach  to  the  management 
of  this  problem. 


Spontaneous  relapse  of  Group  B streptococcal  (GBS) 
infection  has  been  described  in  the  literature  but 
is  uncommon.  We  describe  an  infant  with  late-onset 
GBS  specticemia  and  subsequent  relapse  in  whom  no 
apparent  explanation  was  uncovered  for  the  recur- 
rence. Our  clinical  dilemma  involved  choosing  safe 
and  reasonable  management  of  the  relapse  in  the  ab- 
sence of  a published  protocol. 


* Pediatric  Program,  University  of  Alabama  in  Huntsville,  School  of  Primary 
Medical  Care,  Huntsville,  Alabama.  Correspondence  and  reprint  requests:  Pamela 
B.  Hudson,  M.D,,  or  John  R.  Montgomery,  M.D.,  c/o  Pediatric  Program,  Clinical 
Science  Center,  Room  205 , School  of  Primary  Medical  Care  — UAH , 20 1 Governors 
Drive,  Huntsville,  AL  35801.  (Phone:  205-536-5511.) 


Case  Report 

S.F.  was  a 4-pound-3-ounce  product  of  a sponta- 
neous vaginal  delivery  at  371/2  weeks  gestation.  Phys- 
ical exam  at  birth  was  consistent  with  lUGR.  Her  7- 
day  nursery  course  was  uneventful.  Post-discharge 
growth  and  development  were  appropriate  until  11 
weeks  of  age  when  she  was  admitted  to  our  hospital 
for  fever  and  irritability.  Physical  exam  revealed  an 
acutely  ill  child  with  a rectal  temperature  of  104°  but 
failed  to  reveal  a source  of  infection.  WBC  was  5,000 
with  23%  band  forms.  CSF  and  urine  studies  were 
normal  as  was  the  admission  chest  film.  Intravenous 
Ampicillin  and  Gentamicin  were  begun.  Blood  cul- 
tures were  positive  at  24  hours  and  GBS  was  identified. 
Urine  and  CSF  cultures  were  sterile.  GBS  septicemia 
in  this  patient  was  subsequently  treated  for  14  days 
with  intravenous  Penicillin  G (200,000  units/kg/d). 
She  became  afebrile  12  hours  after  admission.  Repeat 
blood  cultures  during  treatment  were  sterile.  Naso- 
pharyngeal culture  for  GBS  was  negative.  She  was 
discharged  24  afebrile  hours  after  discontinuation  of 
Penicillin. 

At  14  weeks  of  age  (seven  days  after  discharge)  she 
was  readmitted  with  fever  and  irritability.  Her  interim 
course  had  been  uneventful  until  the  day  of  admission. 
Physical  exam  was  remarkable  for  a rectal  temperature 
of  103°  F,  ill-appearence  and  an  area  of  cellulitis  in 
the  right  submandibular  area.  A palpable  lymph  node 
was  noted  beneath  the  indurated  area.  WBC  was  1 1 ,9(X) 
with  33%  band  forms.  Again,  CSF  and  urine  studies 
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were  normal,  as  was  chest  x-ray.  Gram  stain  and  cul- 
ture of  the  skin  and  lymph  node  aspirates  failed  to 
demonstrate  an  organism.  Intravenous  Ampicillin, 
Gentamicin,  and  Chloramphenicol  were  started.  Blood 
cultures  were  positive  at  24  hours  and  again  GBS  was 
isolated.  CSF  and  urine  cultures  were  sterile. 

Further  study  of  the  organism  showed  it  to  be  GBS 
type  III  that  did  not  exhibit  tolerance  to  Penicillin.* 
She  was  treated  for  2 1 days  with  intravenous  Penicillin 
G (300,000  units/kg/d)  and  Gentamicin  (7.5  mg/kg/ 
d).  Bone  scan,  echocardiogram,  CT  of  the  head,  ultra- 
sound of  the  right  submandibular  region,  and  ESR 
were  all  normal.  Serum  immunoglobulin  G was  175/ 
mg/dl  (normal  for  age,  430 ± 119).'  The  patient  em- 
pirically received  one  dose  of  gamma  globulin.  Blood 
cultures  during  treatment,  24  hours  after  the  last  dose 
of  antibiotic  and  one  week  after  discharge  were  sterile. 
Nasopharyngeal  and  throat  cultures  of  the  child  were 
negative  for  GBS. 

Cervical  culture  of  the  child’s  mother  and  throat 
cultures  of  all  immediate  family  members  were  neg- 
ative for  GBS.  Sera  from  both  the  patient  and  her 
mother  were  demonstrated  to  be  deficient  in  antibody 
to  GBS  type  III.*  The  child  has  done  well  since  dis- 
charge . 


Discussion 

GBS  infections  can  be  divided  into  two  distinct  clin- 
ical entities  based  on  time  of  onset.  Early  onset  GBS 
disease  is  almost  always  due  to  exposure  of  the  infant 
to  a colonized  maternal  genital  tract  prior  to  or  during 
delivery.  Onset  of  disease  is  within  hours  to  days  of 
birth  (mean  24  hours).  In  these  cases,  the  organism 
isolated  in  the  infant  is  of  the  same  type  as  that  found 
in  the  mother’s  GI  or  GU  tract.  The  types  responsible 
for  early  onset  disease  are  types  I,  II,  or  III  with  even 
distribution  among  the  three  types. 

Late  onset  disease  occurs  between  7 days  of  age 
and  3 months  of  age  (mean  24d).  Epidemiology  of 
these  infections  is  less  clear.  Asymptomatic  coloni- 
zation at  birth  with  later  infection  is  felt  to  be  the  most 
likely  cause.  Nosocomial  transmission  in  the  nursery 
has  been  implicated  in  late  onset  disease  and  is  felt  to 
be  from  infant  to  infant.  Transmission  is  made  more 
likely  by  poor  hand-washing  and  high  infant-to-staff 
ratio.  Lastly,  community-acquired  infection  has  been 
postulated.  A small  percentage  of  infants  who  are  cul- 
ture negative  for  GBS  at  hospital  discharge  are  found 
to  be  culture  positive  two  weeks  later. 

As  opposed  to  early  onset  disease,  late  onset  infec- 
tion is  predemoninately  caused  by  type  III  organisms. 


* Typing,  tolerance  and  antibody  studies  were  performed  under  the  direction  of 
Dr.  Carol  J.  Baker,  Pediatric  Infectious  Disease  Section,  Baylor  College  of  Medicine. 


Several  explanations  have  been  offered  for  this  phe- 
nomenon. It  has  been  proposed  that  type  III  possesses 
a special  virulence  for  infants  at  this  age.  Viral  upper 
respiratory  illness  is  noted  in  about  20  to  30  per  cent 
of  infants  with  late  onset  disease.  Viral  infection  may 
alter  natural  mucus  membrane  resistance  to  the  type 
III  organism  allowing  a portal  of  entry  for  the  bacteria. 
Poor  host  antibody  production  to  type  III  seems  to  be 
the  rule  among  infants  with  late  onset  disease.^ 

Manifestations  of  late  onset  disease  are  predomi- 
nantly of  three  types.  Meningitis  comprises  85  per  cent 
of  these  infections.  Bacteremia  without  focus  and  bone 
or  joint  infections  are  the  next  most  demonstrated  man- 
ifestations. Mortality  is  significantly  less  in  late  onset 
GBS  infections  (23  per  cent)  than  in  early  onset  disease 
(50  per  cent). 

Relapse  of  GBS  disease  occurs  either  during  treat- 
ment or  within  a month  after  discharge  (mean  12d). 
This  disease  entity  has  been  reported  in  a small  number 
of  patients.  Reasons  for  relapse  in  one  series  of  ten 
cases  included  inadequate  treatment,  persistent  occult 
focus  of  infection,  and  tolerance  to  Penicillin.  Inad- 
equate treatment  was  the  most  commonly  noted  cause 
of  relapse  in  seven  of  ten  cases  summarized  by  Baker. ^ 

Recommendations  for  treatment  of  recurrent  GBS 
infection  are  not  well  delineated  but  generally  involve 
high  doses  of  Penicillin  and/or  combination  therapy 
with  Penicillin  and  an  aminoglycoside. 

The  case  presented  here  is  demonstrative  of  late 
onset  GBS  septicemia  with  relapse.  Several  points  bear 
further  discussion.  First,  this  case  seems  to  have  been 
a true  spontaneous  relapse.  An  exhaustive  search  for 
occult  focus  of  infection  was  not  productive.  This  child 
did  present  with  cellulitis  and  adenitis,  but  cultures 
were  sterile.  The  association  of  cellulitis/adenitis  and 
GBS  septicemia  has  been  described.^-  ^ The  patient 
clearly  received  adequate  treatment  for  GBS  septi- 
cemia with  appropriate  doses  of  an  antibiotic  shown 
to  be  effective  against  the  organism.  As  noted  in  other 
instances  of  relapsing  GBS  disease,  the  child’s  serum 
was  deficient  in  antibody  to  GBS  type  III  even  after 
two  bouts  of  septicemia.  Interestingly,  the  mother’s 
serum  was  also  deficient  in  antibody  to  type  III. 

Secondly,  our  choice  of  antibiotics,  their  dosage, 
and  duration  of  therapy  for  the  relapse  bears  comment. 
Triple  antibiotic  therapy  was  our  initial  choice  for  sep- 
ticemia of  uncertain  etiology.  After  cultures  demon- 
strated GBS,  Penicillin  G 300,000  units/kg/d  and  Gen- 
tamicin 7.5  mg/kg/d  were  instituted  since  increased 
effectiveness  against  GBS  has  been  noted  with  these 
two  agents  in  combination.^  Duration  of  therapy  was 
arbitrarily  chosen  at  21  days  as  no  published  recom- 
mendations are  available  for  the  therapy  of  sponta- 
neous relapse. 

Finally,  our  approach  to  follow-up  should  be  noted. 
Blood  cultures  were  obtained  during  treatment,  24  hours 

continued  on  page  34 
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BC/BE  family  physician  needed  immediately  for  established  four 
man  group  central  Florida.  Competitive  salary,  early  partnership. 
Lab,  x-ray,  pharmacy,  diagnostic  screening  capability  on  prem- 
ises. Use  300  bed  hospital.  Write:  Brevard  Medical  Group,  Box 
746,  Cocoa,  Florida  32922. 


CASH  FLOW  PROBLEMS?  We  can  collect  your  past  due  ac- 
counts at  a lower  fee  in  an  ethical,  professional  manner.  Home- 
owned,  home-operated  Birmingham  collection  agency.  Licensed, 
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EXCITING  PRACTICE  OPPORTUNITY:  Pro-Med  Capital,  Inc., 
member  firm  American  Stock  Exchange,  has  innovative  new  fi- 
nancing concept!  START  PRIVATE  PRACTICE  IMMEDI- 
ATELY WITH  COMPLETE  FINANCING.  For  further  informa- 
tion, call  (205)  349-1309,  Dr.  Rosemore. 


EMERGENCY  MEDICINE:  Our  expanding  Emergency  Depart- 
ment Group  seeks  additional  full-  or  part-time  physicians  for  a 
major  hospital  (50,000  visits  annually).  Compensation  is  com- 
petitive; applicants  should  be  BC/BE  in  a primary  care  specialty 
or  have  comparable  experience.  ACLS/ATLS  preferred.  Reply 
with  CV  to  Medical  Director,  Huntsville  Emergency  Medical  As- 
sociates, Huntsville  Hospital,  101  Sivley  Rd.,  Huntsville,  AL 
35801. 


PEDIATRICIAN  — Southeast.  Excellent  opportunity  to  develop 
practice  or  join  a multi-specialty/Family  Practice  group  in  attrac- 
tive, semirural  community,  45  minutes  from  Birmingham  and 
Montgomery.  Supported  by  60-1-  bed  hospital  with  35K  drawing 
area.  Outstanding  growth  potential,  competitive  salary /benefits 
package  and  coverage.  Contact  Jim  Davis.  TYLER  & CO,  9040 
Roswell  Rd.,  Atlanta,  GA  30350.  Call  404-641-6411. 


MEDSTAT  — Discover  why  we  are  the  most  repected  physician 
staffing  service  in  the  East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
MEDSTAT,  Inc.,  P.O.  Box  15538,  Durham,  NC  27704. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Debbie  Hibberts.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


Family  Practitioner,  General  Practitioner,  Pediatrician.  Needed 
now  to  work  with  a unique  internationally  respected  rural  health 
system  network  in  Kentucky  which  includes  a hospital,  satellite 
clinics,  a home  health  agency  and  a school  of  advanced  nursing. 
A regional  medical  center  is  within  20  miles.  The  practice  envi- 
ronment is  stimulating  — Physicians  and  Advanced  Registered 
Nurse  Practitioners  work  in  joint  practice  teams;  interaction  with 
students  is  encouraged;  the  rural  population  presents  as  great  range 
and  intensity  of  medical  problems. 

The  FP  or  GP  will  be  expected  to  share  call  with  specialists  and 
consequently  must  have  a particular  strength  in  one  of  the  following 
areas:  Pediatrics,  Obstetrics,  Emergency  Medicine  or  Internal 
Medicine. 

The  setting  is  in  heavily-wooded  mountains  with  a moderate  4- 
season  climate.  Seven  state  parks  are  within  80  miles. 

Superior  compensation/benefits  package  includes  a guaranteed  sal- 
ary with  incentives  and  malpractice.  Call  Deborah  Pennington 
collect  at  502-897-2556.  This  is  an  equal  opportunity  employer. 


Alabama  — Board  Certified  or  Board  Eligible  Academic  Pedia- 
trician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


National  Healthcare,  Inc.,  an  Alabama  based  hospital  management 
corporation  currently  owning/managing  twelve  facilities  in  Ala- 
bama, has  practice  opportunities  available  for  all  specialties.  Solo, 
partnership  and  group  arrangements  are  all  available.  Generous 
financial  packages.  For  more  information,  contact  Debbie  Goins 
or  Cathy  Carmichael  toll  free  at  1-800-422-0183  (outside  Alabama 
1-800-523-6214)  or  collect  205-793-2399.  CVs  may  be  sent  to 
Physician  Relations/Recruitment,  Dept.  87-25,  National  Health- 
care, Inc.,  P.O.  Box  1649,  Dothan,  Alabama  36302. 
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Streptococcal  Septicemia 

continued  from  page  32 

after  the  last  dose  of  antibiotics  and  a final  set  of 
cultures  was  obtained  one  week  after  discharge. 
Nasopharyngeal  culture  of  the  child  was  negative.  Ri- 
fampin has  been  used  to  eradicate  persistent  naso- 
pharyngeal carriage  of  the  organism.  However,  since 
neither  the  child  nor  her  family  has  positive  naso- 
pharyngeal cultures,  Rifampin  therapy  did  not  seem 
to  be  warranted. 

Conclusion 

Spontaneous  relapse  of  GBS  septicemia  is  uncom- 
mon but  occurs  in  community-based  pediatric  practice. 
Guidelines  for  work-up,  treatment  and  follow-up  are 
not  well  delineated.  An  extensive  search  for  an  occult 
focus  is  imperative  and  should  include  a thorough 
physical  examination  and  appropriate  cultures.  Com- 
puterized tomography  of  the  head,  echocardiogram, 
chest  x-ray,  bone  scan,  and  other  tests  may  be  indi- 
cated depending  on  results  of  the  initial  work-up. 

Optimal  dose  and  duration  of  Penicillin  for  spon- 
taneous relapse  has  not  been  published.  Our  approach 


was  to  use  Penicillin  in  high  doses  in  combination  with 
Gentamicin  to  take  advantage  of  synergism  between 
these  two  agents  against  GBS.  In  addition,  we  length- 
ened the  course  of  therapy  to  three  weeks. 

Finally,  follow-up  protocol  for  relapsed  infections 
is  important.  Our  approacah  may  have  been  excessive. 
We  considered  long-term  oral  Penicillin  therapy,  em- 
piric Rifampin  treatment,  and  weekly  blood  cultures 
but  finally  decided  on  a single  set  of  negative  blood 
cultures  obtained  one  week  after  discharge.  H 
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The  Stress  of  Malpractice 

Litigation 


The  possibility  of  being  sued  for  professional  lia- 
bility is  a reality  for  physicians  today.  Medical 
families  must  be  aware  of  the  implications  of  this  fact 
in  their  lives.  We  must  be  prepared  with  some  knowl- 
edge of  the  issues  involved  and  possible  results  on  the 
lives  of  our  families.  Both  the  AM  A and  MAS  A and 
their  auxiliaries  have  addressed  this  problem  in  recent 
years. 

Professional  liability  first  became  a major  issue  for 
physicians  in  the  1930s.  During  that  decade,  claims 
began  to  materialize  in  significant  numbers  with  the 
birth  of  modem  medicine  and  its  sophisticated  tech- 
nology. Those  claims  continued  in  significant  numbers 
until  World  War  II.  Following  the  war,  the  issue  began 
to  surface  again  and  in  the  1960s,  the  number  of  claims 
increased  substantially.  By  the  1970s,  as  claims  con- 
tinued to  increase  and  liability  insurance  became  more 
difficult  to  obtain,  the  problem  was  considered  to  be 


of  crisis  proportions.  Since  that  time,  except  for  a brief 
respite  in  the  late  1970s,  the  problem  has  continued 
to  grow. 

Many  factors  have  combined  to  make  professional 
liability  a problem  today.  A major  contributing  factor 
is  inflated  and  unrealistic  patient  expectations.  Others 
are  increased  patient  awareness,  improved  quality  and 
competence  of  plaintiffs’  attorneys,  and  the  difficulty 
of  assuring  effective  discipline  and  peer  review.  Phy- 
sicians are  better  trained  than  ever  before  and  practice 
a higher  quality  of  medicine,  a fact  reflected  in  lower 
mortality  rates  and  longer  life  spans  for  Americans. 

When  a professional  liability  suit  is  filed  against  a 
physician,  it  is  tremendously  stressful.  It  affects  them 
professionally  — they  may  doubt  their  competence, 
they  may  not  be  able  to  concentrate,  they  may  not  be 
confident  in  making  decisions. 

continued  on  page  36 
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I recently  heard  Dr.  Erwin  T.  Janssen  of  the  Men- 
ninger  Foundation  speak  on  the  issue  of  “Family  Stress 
During  Malpractice  Litigation.”  He  outlined  the  re- 
sponses of  both  physician  and  spouse  during  malprac- 
tice stress. 

What  is  the  stress  like  and  what  can  be  expected  by 
the  physician?  Responses  include  anger,  bitterness, 
shame,  embarrassment,  withdrawal  from  others.  The 
physician  often  has  a sense  of  diminished  self-esteem 
and  increasing  self  doubt.  In  the  hospital  setting  there 
is  decreased  sense  of  professional  competence  and  in- 
hibitions in  practice  style  and  performance.  They  be- 
come suspicious  of  what  others  think  of  them  and  sense 
others  would  see  them  as  a “bad  doctor.” 

There  is  understandable  anxiety  caused  by  the  un- 
certainty and  ignorance  of  the  legal  process.  There  is 
also  worry  about  what  this  would  mean  to  family  rep- 
utation and  finances.  Some  have  even  wondered  if  their 
children  would  be  able  to  finish  college.  Litigation  has 
became  the  occupied  centralogy  in  their  lives  evi- 
denced by  avoiding  the  doctors’  lounge,  decreased 
sexual  interest  and  suicidal  thoughts. 

In  many  cases  the  physicain  chooses  to  suffer  in 
silence  in  an  attempt  to  protect  his  or  her  family.  How- 
ever the  spouses  can  perceive  the  silence  as  abandon- 
ment. There  seems  to  be  reluctance  of  physicians  to 
reach  out  for  support. 

Spouses  of  physicians  pending  litigation  often  per- 
ceive the  suit  as  an  open  attack  in  public  or  professional 
and  personal  integrity  of  a loved  one.  They  sometimes 
feel  a sense  of  rejection  by  the  physician  and  observe 
a temporary  regression. 

If  this  isn’t  bad  enough  the  whole  family  must  go 
through  the  public  nature  of  a trial  and  the  uncertainty 
and  shame  in  public  resulting  in  their  own  social  with- 
drawal in  the  community. 

The  issues  involved  include  the  personalities  of  those 
involved,  including  the  lawyers,  the  setting  of  litiga- 
tion and  the  psychological  factors. 

Physicians  tend  to  be  both  sensitive  and  passive. 
On  the  negative  side  of  the  coin  they  are  pessimistic 
and  have  self  doubt.  However  they  have  a strong  desire 
to  be  thorough  in  their  clinical  work,  have  an  exag- 
gerated sense  of  responsibility,  hope  to  be  omnipotent 


as  well  as  a need  to  be  loved  and  admired. 

It  is  the  desire  of  physicians  to  make  no  mistakes. 
Society  expects  perfection  from  them  and  they  expect 
it  from  themselves. 

The  personalities  of  lawyers,  on  the  other  hand, 
tends  to  be  reflected  in  their  “business  as  usual”  at- 
titude. After  all,  they  deal  with  litigation  suits  on  a 
regular  basis.  They  are  surprised  at  how  personally 
physicians  react  to  being  sued. 

Another  aspect  involved  in  litigation  is  the  court- 
room setting.  There  is  cultural  shock  for  the  physician 
moving  from  a “caring”  situation  into  a “facts  and 
figures”  style  of  courtroom  drama.  There  is  a tre- 
mendous difference  in  the  public  nature  of  litigation 
and  the  private  nature  of  clinical  practice.  It  is  difficult 
to  move  from  a proactive  care  giver  to  the  role  of 
reactive  defender.  It  is  difficult  to  remember  that  being 
sued  for  malpractice  is  not  necessarily  related  to  “bad 
medicine.” 

One  of  the  hardest  issues  to  deal  with  during  time 
of  litigation  is  psychological  in  nature.  There  is  a nat- 
ural tendency  toward  self-analysis  and  soul  searching. 
Physicians  tend  to  withdraw  and  despair  is  often  the 
result. 

In  short,  it  is  a devastating  event  in  physicians’  lives. 
And  because  it  affects  them  so  personally,  it  also  af- 
fects their  spouses  and  families. 

Many  medical  auxiliaries  are  providing  a great  serv- 
ice by  developing  support  mechanisms  for  members 
whose  spouses  are  faced  with  professional  liability 
litigation.  Some  have  begun  support  groups;  others 
have  established  telephone  hotlines.  Whatever  the 
mechanism,  local  auxiliaries  can  be  involved  in  getting 
physicians’  families  through  this  difficult  period  by 
providing  peer  support,  as  well  as  an  outlet  for  personal 
feelings.  More  and  more  medical  families  are  becom- 
ing aware  of  malpractice  stress  and  are  seeking  ways 
to  help  those  in  need.  0 
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In  acute  and  chronic  edema  due  to  CHF 

FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide'-^ 


Predictable  dose  response^ 

Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 
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lUMEX'' 
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bumex* 

'Smetana* 


Bumex 

bumetanide/Roche 


0.5-mg,  1-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  lO-ml  vials  (0.25  mg/ml) 
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BUfMEX” 

(bumetanide/Roche) 

0.5-nig.  1-tng  and  2-mg  scored  tablets 
2-ml  ampuls,  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  is  a potent  diuretic  which.  If  given  in  excessive 
amounts,  can  lead  to  a profound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  is  required,  and  dose  and  dosage  schedule  hove  to  be  odjusted  to 
the  Individuol  potienrs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in  complete  product 
Information.) 


INDICATIONS  AND  USAGE : Edema  associated  with  congestive  heart  tailure,  hepatic  and  renal  disease. 
Including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  parenterol  odminislrotion  of  Bumex  It  impaired 
gastrointestinol  absoqition  Is  suspected  or  oral  odministrotion  is  not  practical,  Bumex  should  be  given 
by  the  intramuscular  or  introvenous  route 

Successful  treatment  with  Bumex  following  instances  ol  allergic  reoclions  to  furosemide  suggests  a 
lock  of  cross-sensitivlty 

CONTRAINDICATIONS:  Anuria  Hypersensihvity  and  In  patients  in  hepatic  coma  or  in  states  ol  severe 
electrolyte  depletion  Although  Bumex  con  be  used  to  induce  diuresis  in  renal  Insufficiency  any  marked 
Increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  of  oliguno  during  therapy  of  Clients 
with  progressive  renal  disease,  is  on  indication  for  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potienTs  needs  Excessive  doses  or  too  frequent  administration 
can  leod  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in  blood  volume  and 
circulatory  collapse  with  the  possibility  ol  vascular  thrombosis  and  embolism,  particularly  in  elderly 
patients 

Prevention  of  hypokalemic  requires  porticular  attention  in  potients  receiving  digitolls  and  diuretics  tor 
congestive  heart  failure,  hepatic  cirrhosis  and  oscites,  states  of  aldosterone  excess  with  normal  renol 
function,  potossium-losing  nephropothy  certoin  diorrheal  states,  or  other  states  where  hypokalemia  is 
thought  to  represent  porticulor  added  risk  to  the  patients 

In  patients  with  hepatic  cirrhosis  and  oscites,  sudden  alterotions  of  electrolyte  bolonce  may  precipitate 
hepatic  encephalopathy  and  coma  Treatment  in  such  patients  Is  best  initiated  in  the  hospital  with 
small  doses  and  careful  monitoring  ol  the  potienTs  clinical  status  and  electrolyte  bolonce  Supplemental 
potassium  and/or  spironoloclone  may  prevent  hypokalemio  and  metabolic  alkalosis  in  these  patients 
In  cots,  dogs  and  guinea  pigs,  Bumex  hos  been  shown  to  produce  ototoxicity  Since  Bumex  is  obout  40 
to  60  limes  as  potent  as  lurosemide,  it  is  anticipated  that  blood  levels  necessory  to  produce  ototoxicity 
will  rarely  be  achieved  The  polentiol  lor  ototoxicity  increases  with  intravenous  therapy  especiolly  at 
high  doses 

Patients  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 

PRECAUTIONS:  Measure  semm  potassium  perlodicolly  and  add  potassium  supplements  or  potas- 
sium-sparing  diuretics,  it  necessary  Periodic  determinations  of  other  electrolytes  ore  odvised  in  patients 
treated  with  high  doses  or  lor  prolonged  periods,  porticularly  in  those  on  low  soil  diets 


Hypemncemia  moy  occur  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially  with 
dehydration  and  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium  excretion 
Possibility  of  effect  on  glucose  metabolism  exists  Periodic  determinations  of  blood  sugar  should  be 
done,  porticulorly  in  patients  with  diabetes  or  suspected  latent  diabetes 
Patients  should  be  observed  regularly  for  possible  occurrence  ot  blood  dyscrosias,  liver  damage  or 
Idiosyncratic  reactions 

Especially  in  presence  of  impaired  renal  function,  use  ol  porenlerally  administered  Bumex  should  be 
avoided  in  patients  to  whom  ominoglycoside  antibiotics  are  also  being  given,  except  in  llfe-threatening 
conditions 

Drugs  with  nephrotoxic  potential  and  bumetonide  should  not  be  administered  simultaneously 

Since  lithium  reduces  renol  clearance  and  adds  a high  risk  of  lithium  toxicity  it  should  not  be  given  with 

diuretics 

Probenecid  should  not  be  odministered  concunently  with  Bumex 
Concurrent  therapy  with  Indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  ot  ontihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interachon  studies  in  humans  hove  shown  Bumex  to  have  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  if  the  potential  benefil  justifies  the 

potential  risk  to  the  fetus 

Bumetanide  moy  be  excreted  in  breast  milk 

Pedialric  Use:  Safety  ond  effectiveness  below  age  18  nol  estoblished 

ADVERSE  REACTIONS:  Muscle  cromps,  dizziness,  hypotension,  headoche  and  nausea,  and  encepha- 
lopathy (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinicol  odverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives,  electro 
cardiogram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pom  and  vomiting 
Other  clinical  adverse  reactions  ore  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  lailure,  asterixis,  itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  maintaining  an  erection 

Laboratory  abnormalities  reported  are  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia,  hypokolemia,  hyponalremio,  and  variations  in  COj  content,  bicarbonate, 
phosphorus  ond  calcium  Although  manifestations  of  the  pharmacologic  action  ot  Bumex,  these 
conditions  moy  become  more  pronounced  by  intensive  therapy 

Diuresis  induced  by  Bumex  may  also  rarely  be  occompanied  by  changes  in  LDH,  total  serum  bilimbin. 
semm  proteins.  SCOT  SGPT,  alkoline  phosphatase,  cholesterol,  creotinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts  Increases  in  urinary 
glucose  and  urinary  protein  have  alsa  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Oral  Adminisiralion  The  usual  total  daily  dosage  is  0 5 to  2 0 mg  and  in  most  patients  is  given  as  a 
single  dose 

Parenleral  Adminisiralion  Administer  to  patients  (IV  or  IM)  with  Gl  obsorption  problem  or  who  cannot 
lake  oral  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  It  insufficient  response,  a 
second  or  third  dose  may  be  given  ot  2 to  3 hour  inlervols  up  to  o moximum  ot  10  mg  a day 
HOW  SUPPLIED:  Tablels,  0 5 mg  (light  green),  I mg  (yellow)  and  2 mg  (peach),  bottles  ot  100  ond 
500  Prescription  Paksol  30,  Tel-E  Dose*  corlonsol  too  Imprint  on  tablets  0 5 mg  ROCHE  BUMEX 
0 5,  I mg- ROCHE  BUMEX  1,  2 mg-  ROCHE  BUMEX  2 

Ampuls,  2 ml,  0 26  mg/ml,  boxes  ot  ten  pi  oees 

Vials,  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  ol  ten 
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L Mutual 
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You’ve 
heard 
the  bad 


OlOYOUnfEGOT 
CANCER.  NOW  LET  US 
SHOW  YOU  HOWTO 
UVEWITHIT. 


news,  now 
hear  the  good 
news.  More  than  half 
of  all  cancer  patients  are  cured. 

And  today,  successful  cancer  treatment 
doesn’t  necessarily  mean  a long  stay  in  the 
hospital  or  an  end  to  everything  that  made 
life  worth  living. 

The  physicians  and  staff  at  St.  Vincent’s 
Cancer  Center  provide  the  highest  level 
of  cancer  treatment  available. 

St.  Vincent’s  offers  some  of  the  most  in- 
novative forms  of  treatment  in  the  United 


States, 
including 
chemo- 
therapy, 
radiation 

therapy,  immuno- 
therapy and  surgery. 

In  fact,  from  early  diagnosis  through 
treatment,  St.  Vincent’s  Cancer  Center 
offers  the  full  spectrum  of  comprehensive 
cancer  care. 

So  if  you’ve  faced  up  to  the  fact  that 
you  have  cancer,  the  worst  may  be  over. 


than  ever,  cancer  is 
something  you  can 
live  with. 


St.Vincmt^ 

Hospital 

'2701  Ninth  Court  South 

Birmingham,  AL  35205 


A Member  of  the  Daughters  of  Charily  National  Health  System 


For  more  information,  call  a St.  Vincent’s  nurse  at  939-7878  or  1-800-331-6777. 
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Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
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AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
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author  if  his  method  is  persuasive  and  logical. 
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William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 
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Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top.  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
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should  be  made  in  black  ink  on  white  paper.  For  photo- 
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Prices  for  reprints,  based  on  number  of  pages,  will  be 
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AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 
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TE-OF-THE-ART 
AGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

The  evolution  of  clinical  MRI  is,  to  a certain  extent, 
recapitulating  that  of  CT  during  its  developmental  phase. 

MRI,  initially  used  primarily  in  the  CNS,  is  now  finally  gaining 
acceptance  in  the  upper  abdomen.  With  the  advent  of 
new  scan  techniques  and  methods  for  motion  suppression, 
data  is  beginning  to  accumulate  to  suggest  that  MRI  is  more 
sensitive  to  certain  disease  processes  in  the  abdomen  than  is 
CT.  For  instance.  Stark  et.  al.  have  shown  that  MRI  possesses 
greater  sensitivity  to  the  detection  of  metastatic  liver  lesions 
than  CT  As  MRI  continues  to  evolve  even  more  applications 
will  develop. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading 
technology  but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Coronal  or  frontal  view  of  the  chest  and  upper 
abdomen  with  delineation  of  intrahepatic 
venous  anatomy  and  demonstration  of  a large 
thrombus  in  the  inferior  vena  cava.  Extension  of 
the  high  signal  intensity  thrombus  into  the  base 
of  the  right  atrium  is  shown. 


THE  GE  SIGN  A utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radfography/Fluoroscopy/Ultrasound 


Highlands — 
Diagnostic~ 


73  Highland  Avenue 

Birmingham,  AL  35205  205/933-TECH 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome;  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . .and  longer  lasting  pain  relief— 
up  to  6 hours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
oif  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tabfets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION 

EMESIS 

PHYSICAL  1 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X 

X 

X 

OXYCODONE 

XX 

XX 

XX 

XX 

XX 

Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


Dru9  Abuse  and  Dependence:  VICODIN  ‘ issubject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CN5  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syncirome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother, 
tadiatric  Use;  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.)  . 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incicience  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 
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Teenage  Pregnancy 


Alabama’s  infant  mortality  rate  — a standard  yard- 
stick, nationally  and  internationally,  of  the  health 
of  a people  — is  No.  1 among  the  states  and  second 
only  to  the  District  of  Columbia  in  this  country. 

Within  the  state  the  infant  mortality  rate  (all  figures 
are  for  1986)  ranges  from  a low  of  1.6  infant  deaths 
per  1,000  live  births  in  St.  Clair  County  to  26.4/1000 
in  Butler  County.  In  1986,  the  national  average  was 
10.2. 

A multidisciplinary  effort  is  now  underway  to  re- 
duce this  deplorable  statistic,  one  that  reflects  on  the 
state’s  good  name  in  many  ways,  not  the  least  being 
our  attractiveness  to  new  industry. 

Putting  aside  the  individual  tragedies  behind  these 
numbers,  the  economic  impact  is  awesome  in  a state 
with  limited  resources  for  public  programs. 

For  every  one  of  the  788  Alabama  babies  that  died 
in  1986,  many  more  were  bom  with  complications  and 
disabilities  requiring  additional  care,  for  which  we  all 
pay.  The  special  education  and  long-term  care  of  these 
handicapped  children  are  estimated  at  almost  $38,000 
per  child  per  year. 


Other  cold  facts: 

• Studies  show  that  for  every  dollar  spent  providing 
comprehensive  care  for  high-risk  women,  $3.38  may 
be  saved  in  the  treatment  of  low-birth  weight  babies. 

• 149  women  could  receive  prenatal  care  for  the 
money  it  takes  to  treat  five  high-risk  babies. 

• The  State  of  Virginia  has  determined  that  prenatal 
care  could  save  $59.8  million  per  year  on  care  for  the 
mentally  retarded. 

• The  single  factor  most  often  associated  with  in- 
fant death  in  Alabama  is  low-birth  weight.  A low-birth- 
weight  baby  is  40  times  as  likely  to  die  during  the  first 
year  of  life  as  an  average- weight  baby,  and  twice  as 
likely  to  suffer  one  or  more  handicaps  in  its  lifetime. 

• Alabama  spends  $42  million  per  year  on  health 
care  for  low-birthweight  babies. 

• Largely  because  of  the  malpractice  litigation  his- 
tory in  Alabama,  in  more  than  a third  of  the  counties 
of  the  state  it  is  no  longer  possible  for  a woman  to 
have  her  baby  delivered  by  an  obstetrician. 

Summarizing  these  and  other  alarming  statistics  in 
his  report  to  the  Governor’s  Task  Force  on  Infant  Mor- 
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tality,  State  Health  Officer  Claude  Earl  Fox,  M.D., 
said: 

“The  causes  of  Alabama’s  excessive  infant  death 
rate  are  multiple,  and  no  one  factor  can  be  singled  out 
as  the  major  contributor.  Our  high  incidence  of  teenage 
pregnancy,  low-birthweight,  poor  education  and  poor 
economic  status,  lack  of  access  for  planned  delivery 
services  and  medical  care  for  infants  and  children,  and 
delivery  in  a hospital  neither  equipped  nor  staffed  for 
high-risk  mothers  and  infants  ...  all  are  major  con- 
tributors.” 

Teenage  pregnancies  account  for  about  one  live  birth 
in  five  in  Alabama  and  a far  higher  percentage  of  infant 
death  and  long-term  disability. 

While  work  must  proceed  toward  alleviating  the 
infant  death  problem  in  the  state,  I believe  that  a heav- 
ier emphasis  must  be  placed  on  preventing  pregnancy 
in  the  first  place. 

Certainly,  many  of  the  state’s  teenage  mothers  didn’t 
want  children.  One  physician  told  me  of  seeing  a 15- 
year-old  mother  with  her  third  child,  giving  flesh  and 
blood  meaning  to  the  national  alarm  over  “children 
having  children.” 

Alarmed  over  the  Reagan  Administration’s  proposal 
to  eliminate  the  Family  Planning  Program  in  1981, 
Former  Health  Officer  Ira  Myers,  M.D.,  said  this  in 
an  office  interview  with  Bill  McDonald  and  me  six 
years  ago: 

“Every  teenage  pregnancy  that  occurs  in  this  coun- 
try costs  the  taxpayer  about  $18,000  [higher  than  that 
today,  of  course].  We  figure  we  prevented  about  10,000 
teenage  pregnancies  in  Alabama  through  the  Family 
Planning  Program,  that’s  $180  million. 

“About  13,000  got  through.  That’s  $234  million 
we  didn’t  save.” 

Without  Family  Planning  Dr.  Myers  said  then,  the 
welfare  program  of  the  state  would  be  devastated,  along 
with  Medicaid,  public  education,  etc.,  “in  a manner 
that  would  stagger  the  imagination.” 

Obviously,  in  today’s  world  what  is  needed  in  Al- 
abama is  an  increased  emphasis  on  prevention  of  the 
very  pregnancies  that  contribute  so  heavily  to  the  infant 
mortality  picture. 

What  Dr.  Myers  was  saying  (and  with  which  Dr. 
Fox  would  emphatically  agree)  was  that  a jigger  of 
prevention  is  worth  a quart  of  cure. 

He  faulted  both  Medicare  and  Medicaid  for  ap- 
proaching health  care  from  the  wrong  end  — the  treat- 
ment end  rather  than  the  prevention  end. 

And  he  said  he  had  come  to  the  conclusion  that 
curing  illness  (as,  for  example,  relieving  the  infant 
mortality  figure)  is  far  more  appealing  to  the  public 
and  to  lawmakers  than  prevention.  After  all,  he  said 
then,  illnesses  that  never  occur  do  not  make  for  much 
drama  or  popular  support. 

But  prevention  of  unwanted  pregnancy  seems  to  me 
to  be  the  imperative  right  now  in  the  state’s  history. 


When  moral  teaching  fails,  contraceptives  and  edu- 
cation must  fill  the  gap  to  answer  this  problem. 

I commend  to  the  attention  of  Gov.  Hunt  and  all 
the  many  committees  and  task  forces  looking  at  the 
state’s  infant  mortality  problem  the  poem  that  Dr.  Myers 
always  quoted  verbatim  in  support  of  his  belief  (and 
mine)  that  prevention  is  the  most  economic  and  most 
humanitarian  solution: 

“Twas  a dangerous  cliff,  as  they  freely  confessed. 
Though  to  walk  near  its  crest  was  so  pleasant: 

But  over  its  terrible  edge  there  had  slipped 
A duke  and  full  many  a peasant. 

So  the  people  said  something  would  have  to  be  done. 
But  their  projects  did  not  at  all  tally; 

Some  said,  ‘ ‘Put  a fence  around  the  edge  of  the  cliff. 
Some,  “An  ambulance  down  in  the  valley.’’ 

But  the  cry  for  the  ambulance  carried  the  day. 

For  it  spread  through  the  neighboring  city; 

A fence  may  be  useful  or  not,  it  is  true. 

But  each  heart  became  brimful  of  pity 
For  those  who  ‘ ‘slipped  over  that  dangerous  cliff; 

And  the  dwellers  in  highway  and  alley 
Gave  pounds  or  gave  pence,  not  to  put  up  a fence. 
But  an  ambulance  down  in  the  valley. 

Then  an  old  sage  remarked;  “It’s  a marvel  to  me 
That  people  give  far  more  attention 
To  repairing  results  than  to  stopping  the  cause. 

When  they’d  much  better  aim  at  prevention. 

Let  us  stop  at  its  source  all  this  michief,  cried  he, 

‘ ‘Come,  neighbors  and  friends,  let  us  rally; 

If  the  cliff  we  will  fence  we  might  almost  dispense 
With  the  ambulance  down  in  the  valley.’’ 

Better  guide  well  the  young  than  reclaim  them  when 
old. 

For  the  voice  of  true  wisdom  is  calling, 

“To  rescue  the  fallen  is  good,  but  ’tis  best 
To  prevent  other  people  from  falling.’’ 

Better  close  up  the  source  of  temptation  and  crime 
Than  deliver  from  dungeon  or  galley; 

Better  put  a strong  fence  round  the  top  of  the  cliff 
Than  an  ambulance  down  in  the  valley. 

The  most  cost-effective  way  for  Alabama  to  lever- 
age its  limited  resources  to  combat  infant  mortality  is 
in  fence-building,  not  ambulances  at  the  bottom  of  the 
cliff.  S 
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YOU  don't  need  to  be  told  how  tough 
the  last  few  years  have  been  in 
the  professional  liability  arena.  You've 
faced  escalating  premiums,  escalating 
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need  us. 
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Cold  Water 


In  a recent  survey  of  the  membership  of  the  Asso- 
ciation, a majority  of  you  expressed  an  interest  in 
MASA’s  exploring  the  feasibility  of  establishing  an 
independent  practice  association  at  the  state  level. 

Your  officers  have  been  doing  just  that,  exploring: 
the  state  delegation  to  the  AMA  interim  meeting  of 
the  House  of  Delegates  in  Atlanta  met  with  officers 
and  staff  of  the  Medical  Association  of  Georgia  in 
December  to  learn  of  their  experiences  in  the  IPA- 
HMO  model  they  had  undertaken. 

Most  of  that  news  was  less  than  encouraging:  the 
Georgia  HMO  is  giving  up  the  ghost  and  the  surviving 
IPA  component  had,  at  this  writing,  little  more  than 
hopeful  contracts  it  might  sign.  It  seemed  to  be  a 
solution  looking  for  a problem. 

At  the  December  meeting  of  the  Board  of  Censors 
we  listened  as  former  MASA  General  Counsel  John 
T.  (Jack)  Mooresmith  (now  specializing  in  health  law 
in  Mobile)  described  the  complexities,  mine  fields  and 
assorted  tribulations  of  a statewide  IPA.  The  risks  of 


such  an  organization,  both  in  terms  of  federal  law  and 
economic  exposure,  are  indeed  formidable. 

The  Board  had  not  opted  to  consider  an  insurance 
component  (such  as  Georgia,  to  its  sorrow,  did  with 
its  HMO),  assessing  only  the  IPA  element,  seen  as  a 
magic  way  out  of  the  market  morass  by  some  physi- 
cians. 

Mr.  Mooresmith  carefully  explained  that  it  would 
be  anything  but  easy.  First  of  all,  he  repeatedly  said, 
the  organization  could  not  be  a sham  — that  is,  a 
thinly  disguised  and  limited  effort  to  enjoy  the  privi- 
leges of  collective  action  with  only  token  economic 
and  legal  risk. 

Applicable  laws  are  stringent  and  searching,  Mr. 
Mooresmith  cautioned:  to  pass  muster,  an  IPA  would 
have  to  be  a serious,  all-out  commitment  to  the  com- 
plex and  highly  risky  business  as  a genuine  entry  into 
the  medical  marketplace.  For  the  IPA  to  survive,  many 
physicians  would  have  to  invest  not  only  substantial 
cash  but  thousands  of  man-hours  of  work  and  the  le- 
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gaily  required  risk  must  be  unquestionably  substantive. 

A token  effort  would  be  an  inviting  target  for  com- 
peting entities,  which  could  bring  actions  under  the 
antitrust  laws  for  unfair  market  practices.  So  could 
consumers  who  felt  they  were  somehow  short-changed. 
Heavy  damages  could  be  assessed  against  individual 
members  of  the  IP  A so  convicted. 

As  you  know,  the  battlefield  of  alternative  care  sys- 
tems is  already  littered  with  the  wreckages  of  many 
an  optimistic  venture.  It’s  brutal  out  there,  Mr.  Moore- 
smith  warned.  All  these  dangers  and  risks  apply  to 
locally  structured  IPAs,  of  course,  but  a state  model 
would  see  an  exponential  expansion  of  the  potential 
for  disaster. 

A paper  organization,  established  simply  to  serve 
notice  on  carriers  and  others  that  the  Association  was 
arming  itself,  would  have  no  deterrent  effect  on  any 
market  sector,  Mr.  Mooresmith  said;  neither  would  it 
have  any  practical  value. 

When  you  make  the  fateful  step  to  get  into  this 
business,  Mr.  Mooresmith  said,  you  must  be  prepared 
to  take  up  all  the  headaches  and  hard  work  that  go 
with  the  territory.  Even  then,  given  the  casualty  rate 
among  such  efforts,  success  would  be  a long-shot  gam- 
ble. 

Mr.  Mooresmith’s  credentials  to  bring  all  this  sol- 
emn news  cannot  be  challenged:  he  has  been  actively 
engaged  in  the  establishment  of  an  IPA  and  has  re- 
searched the  law  fully.  He  raised  the  question  of  what 
market  niche  the  Association  might  aim  for,  and  of- 
fered the  suggestion  that  there  may  be  no  clearly  de- 
fined role  for  a state  IPA  that  could  be  discerned. 

By  implication,  he  was  clearly  saying  that  we  would 
be  launching  a fragile  ship  into  troubled  waters. 

I think  it  is  fair  to  generalize  the  reaction  of  Board 
members  to  this  elucidation  as  less  than  enthusiastic. 
We  had  little  idea  of  the  complexities  of  such  a venture, 
nor  of  the  scope  of  the  legal  and  economic  risks  in- 
volved. That  is  why  we  have  been  assembling  all  the 
expert  opinion  we  could  find. 

Mr.  Mooresmith  laid  it  all  out  for  us  to  contemplate, 
warts  and  all,  as  we  knew  he  would.  While  he  might 
have  an  economic  interest  in  the  formation  of  such  an 
entity,  since  his  services  would  be  invaluable,  he  was 
unsparing  in  pointing  to  the  hazards,  leaving  it  for  us 
to  decide  whether  the  game  would  be  worth  the  candle. 

His  candid  presentation,  added  to  our  previous  in- 
formation from  the  Georgia  experience,  prompted  a 
motion  to  table.  It  carried  unanimously. 

While  the  idea  of  a MASA  IPA  is  not  dead,  it  is 
very  sick.  Had  those  physicians  who  responded  af- 
firmatively to  our  survey  seen  all  the  negative  evidence 
we  have  examined,  I believe  they  would  feel  as  most 
Board  members  do  — this  may  be  an  idea  whose  time 
has  gone,  if  there  ever  was  such  a time. 

While  we  haven’t  closed  the  door  entirely  on  the 
IPA  concept,  if  everything  remains  as  it  is  now  such 


ardor  for  the  concept  as  might  have  existed  is  very 
diminished.  If  anyone  has  strong  feelings,  either  way, 
on  this  subject,  a good  time  to  test  their  appeal  would 
be  at  the  district  caucuses  and,  of  course,  at  the  annual 
session  in  April.  0 
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MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Imaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner— the  most  advanced  MRI  unit  on  the  market— has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-5100 

for  MRI  information  or  appointments. 

• C.T.  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RAOIOLOGY 

The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/ Referrals  250*  6830 
1*800*272*6481  Toll  Free 


NORWOOD  CUNIC 

1528  North  26th  Street  • Birmingham  • Alabama  • 35234 


“The  Eagle  and  the  Arrow” 
Madison  Avenue  Medicine 

E.  Gaylon  McCollough,  M.D. 

Birmingham,  AL 


When  the  Federal  Trade  Commission  opened  the 
doors  for  advertising  health  services,  the  stage 
was  set  for  fragmentation  of  our  profession  by  sub- 
groups established  for  self-protection. 

Hospitals  were  first  to  inform  the  public  about  the 
services  they  offered.  Later,  hospitals,  through  indi- 
vidual marketing  campaigns,  became  referral  services 
for  the  doctors  on  their  staffs.  Then  came  PPOs,  IP  As 
and  HMOs.  So,  directly  or  indirectly,  almost  every 
physician  in  a large  community  is  either  marketing 
himself  or  being  marketed  by  someone  who  has  a 
vested  interest  in  his  patient  clientele.  Those  involved 
in  corporate  health  care  know  that  control  of  patient 
flow  is  the  key  to  successfully  competing  in  the  med- 
ical marketplace.  That’s  why  corporate  entities  are 
signing  doctors  to  contracts. 

While  physicians  spend  10-16  hours  each  day  prac- 
ticing medicine,  administrators  and  corporate  execu- 
tives plot  how  they  can  control  where  and  to  whom 
patients  go  for  medical  services. 

Is  it  any  wonder  that  individual  doctors  feel  com- 
pelled to  market  their  services?  Physicians  are  begin- 
ning to  recognize  the  corporate  and  governmental  con- 
glomerates who  are  about  to  engulf  us,  while  at  the 


same  time,  we  see  group-inspired  fragmentation  and 
shattering  of  the  once  valued  professional  code  of  eth- 
ics. 

Public  relations  “wars”  are  fostered  by  individuals 
and  specialty  groups  claiming  to  possess  exclusive  cre- 
dentials and  superior  skills.  These  Madison  Avenue 
Tactics  are  increasingly  being  embraced  by  the  health 
care  industry.  Naturally,  those  who,  by  nature  of  an 
advertisement,  are  placed  in  a second-class  status  will 
retaliate  with  a public  relations  campaign  of  their  own 
. . . and  the  PR  battle  is  on.  When  one  promoter  pro- 
claims to  be  the  only  authority  on  a subject,  others 
competently  performing  the  same  services  feel  obliged 
to  respond.  The  advertising  agencies  are  licking  their 
chops. 

When  a campaign  of  self-promotion  offends  a col- 
league or  continues  to  either  repress  and  degenerate  a 
competing  group,  fuel  is  added  to  the  fire.  The  natural 
response  when  backed  into  a corner  is  to  retaliate  in 
the  name  of  survival.  Professionalism  then,  slowly, 
but  surely,  yields  to  commercialism  and,  ultimately, 
fragmentation. 

No  one  can  disagree  that  our  profession  owes  the 

continued  on  page  15 


January  1988  / 13 


/ 


A 


For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  con- 
nects you  to  Blue  Cross  and  Blue  Shield 
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public  the  best  health  care  in  the  world  and  that  the 
public  deserves  to  know  about  new  advances  in  med- 
icine. One  of  the  reasons  why  ours  has  emerged  as  the 
standard  by  which  all  others  are  measured  is  because 
we  have  been  allowed  to  practice  within  the  free  en- 
terprise system.  Competition  engenders  excellence; 
conversely,  in  our  society,  excellence  is  the  corner- 
stone of  success. 

Inflated  claims  of  special  competence,  however,  of- 
fend colleagues  and  engender  unrealistic  expectations 
on  the  part  of  the  public.  Some  professional  societies 
would  have  us  believe  they  are  “protecting  the  public” 
from  colleagues  they  have  labeled  as  “less  qualified.” 
Physicians  must  not  be  misled  by  those  advocating 
unlawful  and/or  anticompetitive  activities.  The  status 
of  “expert”  is  earned,  not  annointed.  Often  times,  it 
is  not  clear  who  is  being  “protected,”  the  public  or 
the  group  proposing  exclusivity. 

For  example , in  the  broad  field  of  ‘ ‘ plastic  surgery , ’ ’ 
physicians  and  surgeons  certified  by  several  specialties 
are  trained  to  perform  both  cosmetic  and  reconstructive 
procedures.  The  ophthalmologist  is  trained  and  board- 
certified  to  perform  plastic  and  reconstructive  surgery 
of  the  eyelids  and  orbit;  the  otolaryngologist,  head  and 
neck  surgeon,  is  trained  and  board-certified  to  perform 
plastic  and  reconstructive  surgery  of  the  face,  nose, 
head  and  neck;  the  dermatologist  is  trained  and  board- 
certified  to  perform  many  procedures  considered  to  be 
“plastic  surgery.” 

Reconstructive  plastic  surgery  is  also  performed  by 
orthopedists,  neurosurgeons,  urologists,  general  sur- 
geons and  others.  Most  of  the  craniofacial  or  orthog- 
nathic plastic  and  reconstructive  surgery  performed  in 
the  U.S.  today  is  done  by  board-certified  oral  and 
maxillo-facial  surgeons.  General  plastic  surgeons  are 
board-certified  to  perform  plastic  and  reconstructive 
procedures  over  the  entire  body. 

If  any  one  of  these  groups  should  assume  a position 
of  aggression  by  virtue  of  a self-serving  advertising 
campaign,  naturally,  those  against  whom  the  act  is 
aimed  would  respond,  and  an  intergroup  conflict  or 
“cold  war”  would  result.  Many  specialty  organiza- 
tions have  become  too  involved  in  protecting  “turf.” 

Such  activity  lies  at  the  very  heart  of  our  current 
dilemma:  i.e.,  the  fragmentation  of  our  profession  into 
sub-groups  established  for  self-protection.  Public  dis- 
paragement of  colleagues  identified  as  competitors 
tends  to  denigrate  the  medical  profession  as  a whole 
and  places  the  architect  of  such  activities  in  a risky 
position. 

One  of  the  examples  of  “unprofessional  conduct” 
as  defined  by  Alabama’s  Medical  Licensure  Commis- 
sion is: 


“Intentionally  or  knowingly  making  a false,  decep- 
tive or  misleading  statement  in  any  advertisement 
or  commercial  solicitation  for  professional  services 
and/or  intentionally  or  knowingly  make  a false,  de- 
ceptive or  misleading  statement  about  another  phy- 
sician or  group  of  physicians  in  any  advertisement 
or  commercial  solicitation  for  professional  services. 
[Alabama  code  §34-24-360  (2)]” 

Blatant  disregard  of  this  rule  could  subject  a phy- 
sician to  disciplinary  action  by  Alabama’s  Medical 
Licensure  Commission,  possibly  resulting  in  revoca- 
tion of  his  license. 

How  do  we  measure  the  skills  claimed  by  those 
marketing  professional  services?  Board-certification 
is,  without  a doubt,  one  important  measure  of  profes- 
sional competence.  If  any  one  of  us  becomes  con- 
vinced, however,  that  only  physicians  who  have  passed 
one  particular  written  and  oral  examination  (usually 
our  own)  are  competent,  we  are,  at  that  moment,  nar- 
row-minded and  guilty  of  chauvinism  in  its  purest  form. 
Training  and  experience  are  also  essential  measures  of 
a physician’s  qualifications. 

The  true  measure  of  one’s  competence  lies  in  the 
quality  of  work  performed  over  a period  of  time.  Board- 
certification  alone  cannot  bestow  the  same  degree  of 
competence  to  every  member  of  a profession.  Even 
those  of  us  who  completed  the  requisite  training  and 
passed  the  identical  exam  given  by  our  respective  cer- 
tifying boards  possess  varying  degrees  of  interest  and 
expertise  within  our  chosen  specialty. 

As  part  of  a well-conceived  marketing  campaign, 
some  medical  groups  have  taken  isolated  bad  surgical 
results  of  competing  physicians  to  the  media.  Any 
physician  who  claims  to  never  have  had  an  unfavorable 
result  is  either  not  practicing  medicine,  is  oblivious, 
or  is  not  being  truthful.  For  every  unfortunate  mishap 
occurring  in  the  hands  of  any  one  group  of  physicians, 
numerous  examples  of  catastrophies  at  the  hands  of 
an  opposing  group  could  also  be  produced.  Airing 
“dirty  laundry”  only  denigrates  our  profession  and 
provokes  suspicion  on  the  part  of  the  public.  If  the 
facts  were  revealed,  many  of  those  “casting  stones” 
at  colleagues  could  be  embarrassed  by  a public  dis- 
closure of  their  own  files. 

Shakespeare  wrote  about  the  fault-finder,  “ ...  it 
is  his  nature’s  plague  to  spy  into  abuses;  and  oft  his 
jealousy  shapes  faults  that  are  not.”  Jealousy  and/or 
protection  of  “turf”  can  cause  unprofessional  behavior 
among  professionals,  is  divisive,  provides  grounds  for 
disciplinary  action,  and  fans  the  malpractice  fires. 

So,  how  does  the  medical  profession  guard  against 
self-destruction?  First  we  must  always  strive  to  up- 
grade the  quality  of  care  our  profession  delivers  and 
encourage  colleagues  to  acquire  all  the  training  and 
knowledge  within  their  capabilities.  Such  an  objective 
is  constructive  and  helps  everyone.  The  course  sug- 


January  1988  / 15 


gested  by  some  health  care  providers  with  self-serving 
advertising  campaigns  denigrating  colleagues  is  de- 
structive. An  honest  appraisal  of  the  motives  of  those 
claiming  to  be  “serving  the  public’s  interest”  might 
reveal  a selfish  attempt  to  exclude  competition.  Re- 
gardless of  the  arena,  champions  welcome  and  seek 
out  competition  while  the  weak  and  insecure  hide  be- 
hind man-made  barriers  they  build  for  “protection.” 

Hippocrates  advised  physicians  to  teach  and  share 
our  art  with  our  fellow  physicians,  as  one  brother  would 
with  another.  Many  seem  to  have  lost  sight  of  this 
charge  as  they  seek  to  establish  medical  monopolies 
at  the  expense  of  colleagues  equally  as  qualified  to 
perform  like  services. 

The  free  enterprise  system  takes  care  of  inferior 
products  or  services.  The  medical  profession  now  has 
mechanisms  to  deal  with  the  inept,  incompetent,  or 
delinquent.  The  American  public  no  longer  takes  things 
at  face  value.  Today’s  patients  are  more  inquisitive 
and  demanding.  Inferior  products  or  professional  serv- 
ices cannot  endure  in  a capitalistic  system,  at  least  not 
for  very  long. 

This  is  the  same  system  which  has  allowed  our  coun- 
try and  this  profession  to  be  the  most  envied  in  the 
world.  Doctors,  however,  must  be  careful  not  to  em- 
brace Madison  Avenue  tactics  of  those  selling  dispos- 
able products  either.  The  health  care  industry  is  free 
to  market  its  services,  but  let  us  also  be  free  of  practices 
which  shall  be  destructive  in  nature. 

In  “The  Eagle  and  the  Arrow,”  Aesop  describes 
the  final  scene  in  which  the  mighty  eagle,  who  once 
soared  higher  than  the  rest  of  the  species,  lies  dead. 
“ . . . the  arrow  had  been  feathered  with  one  of  the 
eagle’s  own  plumes.”  He  continued,  “we  often  give 
our  enemies  the  means  of  our  own  destruction.  ...” 

The  physician  community  needs  to  look  within  its 
own  ranks  for  the  answers  to  some  of  our  problems. 
Although  the  arrow  has  been  launched,  it  has  not  yet 
hit  its  mark.  In  this  scenario,  the  eagle  may  have  a 
second  change.  It  will  take  all  of  us  working  together 
to  have  a chance  to  save  our  profession  from  those 
who  would  tear  us  apart  from  the  inside  and  then  engulf 
us.  H 
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Specify  Adjunctive 


UHRAX 


i? 


— , — 


2>t.. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benim  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  FICl  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium*  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranouilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reaaions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  fiCI,  making  periodic  blood  counts 
and  liver  funaion  tests  advisable  during  protraaed  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PI  0IB6 
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In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  s3nnptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action  — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 

F)ach  capsule  contains  .S  mg  chlordiazepoxide  HCI 
and  2..S  mg  clidinium  bromide 


Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome 
Copyright  < 1987  by  Roche  Products  Inc.  All  rights  reserved.  Plea.se  see  .summary  of  prescribing  information  on  adjacent  page. 


Cat  Scratch  Disease 

Phillip  M.  Klein,  M.D.,  F.A.A.P.* 


Abstract 

A 1987  review  of  cat  scratch  disease  is  pre- 
sented with  the  eiological  agent  identified.  Its 
diagnosis  and  clinical  signs,  the  possibility  of 
the  AIDS  virus  now  included  in  the  differential 
diagnosis.  Treatment  with  medical  and/or  sur- 
gical options  are  discussed. 


History 

The  entity  cat  scratch  disease  (CSD)  or  cat  scratch 
fever  was  first  described  by  Debre,'  in  France,  in 
the  1930s. 

It  occurs  more  frequently  in  the  fall  and  winter 
months,  predominantly  in  the  colder  climates,  because 
survival  of  the  organism  in  temperatures  that  are  more 
suitable  allows  for  bacteria  replication  in  and  on  the 
animal  host. 

It  has  become  the  organism  responsible  for  the  syn- 
drome of  Parinaud’s^  or  oculoglandular  disease  rec- 
ognized by  Parinaud  as  early  as  1889.^' 

To  prove  Koch’s  posulates  it  took  approximately  35 
years  before  a group,  under  the  leadership  of  Wear,^ 
to  isolate  a bacillus  that  most  workers  in  the  field 
believe  is  the  etiological  agent.  Margileth,^  one  of  the 
authorities,  has  written  extensively  on  the  subject  and 
since  1984  has  continued  to  isolate  the  same  gram 


* Phillip  M.  Klein,  M.D.,  Parish  Clinic,  P.O.  Box  376,  Parrish,  Alabama  35580 


negative  bacillus  from  the  skin  and  lymph  nodes  after 
the  initial  insult  by  the  cat  at  the  primary  site,  and  its 
regional  extension,  the  lymph  node."^  The  organism  is 
apparently  a very  fastidious  one  requiring  for  its  nu- 
trition the  ambience  of  an  early  abscess  and  possible 
granulation  tissue-like  areas. 

The  ability  to  stain  the  bacillus  is  not  a simple  one, 
requiring  the  Whartin-Starry  silver  impregnation  tech- 
nique.* The  organism  also  stains  weakly  Gram  nega- 
tive, although  some  workers  have  experienced  the  cell 
wall  staining  Gram  positive.  The  controversy  in  Gram 
staining  exists  because  the  organism  has  a very  poor 
cell  wall,  or  none  at  all,  identified  in  fields  of  the 
electron  microscope.  Constant  reproductions  of  the 
same  organism  have  been  accomplished  when  the 
Whartin-Starry  stain  has  been  correctly  applied,  and 
absolute  criteria  been  meticulously  followed.  The  or- 
ganisms are  not  acid  fast  according  to  Boyd  and  Craig.® 

Previous  to  the  confirmation  by  Wear,  it  was  thought 
to  be  a fungus,  a virus  or  even  a mycoplasma  like 
organism.  None  of  these  possible  isolates  were  ever 
confirmed. 

There  is  verification  of  a bacterial  existence  by 
Kitchel'°  and  co-workers.  The  bacillary  organism  has 
also  been  isolated  and  visualization  occurs  with  the 
Whartin-Starry  stain,  the  organism  is  present  in  the 
pre-necrotic  granular  tissue.  Gerber,”  in  1985,  de- 
scribed the  same  organism  that  Wear  and  Margileith 
identified:  its  source  was  a CSD  lymph  node. 

Growth  is  positive,  in  vitro,  through  extensive  tech- 
niques both  aerobically  and  anerobically.  Electron  mi- 

continued  on  page  21 
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Before  prescribing,  see  complete  prescribing 
information  in  SKAF  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  Whiie  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  In  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCi  (brand  of  cimetidine  hy- 
drochloride} injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  heating  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.I.d.  dosage  of 
theophylline  (Theo-Dur'^,  Key  Pharmaceuticals,  Inc./, 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.} 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation}, predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet'-treated  patients  (approximately  1 per 
100,000  patients},  including  agranuiocytosis  (ap- 
proximately 3 per  million  patients},  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
chaiienge.  Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients}  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  weil  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
iergic  reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatoceliular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  choiestatic  features, 
severe  parenchymal  injury  is  considered  highiy  un- 


likely. A single  case  of  biopsy-proven  periportai 
hepatic  fibrosis  in  a patient  receiving  Tagamet  ' has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only};  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only},  and  800  mg.  Tiltab^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only}. 

Liquid:  300  mg./S  ml.,  in  8 fl.  oz.  (237  ml.}  amber 
glass  bottles  and  in  single-dose  units  (300  mg./5  ml.}, 
in  packages  of  10  (intended  for  institutional  use 
only}. 

Injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 mi.  muitiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage^*  Vials:  300  mg./2  mi.  in  single-dose_ 
ADD-Vantage^  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40°C  does  not  adversely  affect  the  pre- 
mixed product. 

'Tagamet ' HCI  (brand  of  cimetidine  hydrochloride}  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  5K&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage®  is  a trademark  of  Abbott  Laboratories. 
BR5-TG:L73B  Date  of  issuance  Apr.  1987 
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In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


Tbgamet 

^"""°'"^cimeticline 

First  to  Heal 


You'll  both  feel  good  about  it. 


A better  alternative 
for  hypertensives  who 
are  going  bananas... 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

i 5pare  your  patients  the  rigors  of 
k dietary  h+ supplementation. 


25mg  hydrochlorothiazide/50  mg  Triamterene/5hF 

Effective  antihypertensive* 
therapy..Mithout 
the  bananas 


DAW 

'imZIDE'AS  WRITTEtl. 


Not  tor  initial  therapy.  See  brief  summary. 


foliowing  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hyfmkalemia).  decreasing  alkali  reserve  with  possible  metabolic 
acidosis  Dyaaide ' inlerleres  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  wrih  Vyaride  '.  but  should  it 
develop,  corrective  measures  should  be  laken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium- rich 
foods.  Corrective  measures  should  be  instituted  caubously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilulional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance  Calcium  excretion  is 
decreased  by  thiazides  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function  Thiazides  may  add  to  or 
potentiate  the  action  ol  other  antihypertensive  drugs  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  ol  lithium 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions,  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohot, 
barbiturates,  or  narcotics)  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  atone 
Triamterene  has  been  lound  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ol  acute 
interstitial  nephritis  have  been  reported  Impotence  has  been 
reported  in  a lew  patients  on  Dyazide  , although  a causal 
relationship  has  not  been  established 
Supplied:  Dyazide  ' is  supplied  as  a red  and  while  capsule,  in 
botlles  ol  1000  capsules:  S/ngfe  Unil  Packages  (unit-dose)  of 
100  (intended  lor  institutional  use  only):  in  Patienl-Pak'"  unit- 
ol-use  botlles  ol  100. 

BRS-DZ:L45 


without  a history  ol  allergy  or  bronchial  asthma  Possible 
exacerbation  or  activation  ol  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  ol  the  hydrochlorothiazide 
component  ol  Dyazide ' is  about  50%  ol  the  bioavailability  ol  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  Dyazide'  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corlicotropinlACTHI).  ftoriodic  BUN  and  serum  creatinine 
delerminalions  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insulliciency 
Cumulative  ellecis  ol  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  They  can  precipitate  coma 
in  patients  with  severe  liver  disease  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  ol  latent  diabetes 
mellitus.  The  ellecis  ol  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjuslmenls  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  ellect 
ol  nondepolarizing  muscle  relaxanis  such  as  luhocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Anlihypertensive  ellecis 
may  be  enhanced  in  post-  sympathectomy  patients.  Use  cau 
tiously  in  surgical  patients.  Triamterene  has  been  lound  in  renal 
Slones  in  association  with  the  other  usual  calculus  components 
Therefore.  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  ol  stone  formation  A lew  occurrences  ol  acute  renal 
lailure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therelore,  caution  is  advised  in  administering 
nonsteroidal anii-inllammalory agents  vvilh  Dyazide'  The 
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WARNING 

This  drug  is  not  indicated  lor  initial  therapy  ol  edema  or 
hyperlension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sullonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ol 
potassium  is  markedly  impaired.  II  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities  It  Is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day  the  elderly  and  diabetics  with  suspected  or  confirmed  renat 
insulliciency.  Periodically  serum  K'  levels  should  be  determined. 

II  hyperkalemia  develops,  subslitute  a thiazide  atone,  restrict  K' 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
requires  prompt  addilionat  therapy.  Thiazides  cross  the  placentat 
barrier  and  appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice , thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  mitk.  II  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  inlormation  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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Cat  Scratch  Disease 
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croscopy  further  identifies  the  organism.  Studies  as  far 
back  as  1953  by  Cassidy'^  put  to  rest  the  theory  that 
a saprophytic  “leptothrix”  was  the  etiological  agent 
of  CSD.'^  Others  have  similarly  concluded  that  by 
using  a variety  of  biochemical  and  staining  techniques 
leptothrix  is  not  the  offending  organism. 

Gerber"  and  his  group  postulate  that  reasons  for  the 
inadequate  growth  and  recovery  of  the  offending  or- 
ganism rests  with  the  timing  of  specimen  recovery. 
Their  studies  indicate  that  by  the  time  the  lymph  gland 
has  become  visable  in  size,  the  disease  is  in  the  late 
phase,  and  few  viable  organisms  are  apparent.  The 
success  of  the  recovery  of  the  fastidious  organisms 
depends  upon  the  culturing  in  the  early  phase  such  as 
a biopsy  of  the  skin  or  conjunctival  lesion. 

Carithers,''  has  disputed  the  validity  of  the  bacillus 
of  CSD  and  concuded  that  the  organism  Wear  and 
Margileth  have  identified  may  be  a fortuitous  one,  and 
is  probably  not  the  likely  culprit.  However,  the  studies 
of  Wear,  Margileth  and  Gerber  remain  the  hallmark 
until  all  of  Koch’s  postulates  can  be  satisfied. 

The  organism  and  its  resultant  problems  most  often 
present  in  the  age  group  from  five  to  twenty  years  and 
sometimes  is  diagnosed  in  the  30  to  40  age  group. 
Family  outbreaks  have  occurred. 

Since  its  transmission  is  via  the  scratch  of  a cat,  and 
rarely  from  other  animals,  the  history  usually  reveals 
a cat  contact  one  to  four  weeks  previous.  Most  reviews 
and  case  histories  implicate  the  younger  animals,  those 
less  than  six  months  of  age,  above  the  older,  stable, 
family  pet. 

The  common  clinical  adenitis  is  a result  of  a scratch 
or  lesion  becoming  a papule,  with  or  without  indu- 
ration. There  may  exist  an  inoculation  nodule,  and 
pruritis  at  the  site  of  entry,  persisting  sometimes  for 
one  or  two  weeks.  The  most  common  form  physicians 
come  in  contact  with  is  the  enlarged  lymph  node  usu- 
ally distal  to  the  site  of  entry.  Presentation  site  is  the 
axilla,  cervical  neck,  submandibular  and  other  areas. 
In  many  cases  this  lymphadenopathy  develops  ten  to 
twenty  one  days  after  the  primary  inoculation  from  the 
scratch.  The  degree  of  reporting  grows  with  the  aware- 
ness as  the  numbers  of  cases  rise  yearly.  It  is  by  far 
the  most  common  cause  of  adenitis  in  children.  Cli- 
nicians, rarely,  if  ever,  report  bilateral  involvement. 

Signs  and  Symptoms 

CSD  usually  presents  as  a tenderness,  swelling  and 
an  enlargement  of  a lymph  gland  in  the  area  of  the 
neck  exciting  the  parents  to  come  forward  and  inquire 
as  to  its  causes.  Presentation  occurs  without  fever  in 
half  of  the  cases.  Many  times  the  main  complaint  is 
a headache  or  a complication  from  encephalitis  to  an 


osteolytic  lesion  being  reported.  Most  uncommon 
presentations  such  as  convulsions,'^  thrombolytic  and 
nonthrombolytic  purpura'^  have  been  reported,  as  has 
hemolytic  anemia.'^ 

However,  the  regional  solitary  lymphadenopathy 
without  any  other  generalized  evidences,  is  the  com- 
monest, and  should  be  considered  the  primary  cause 
of  the  lump  when  no  other  reason  is  found  for  the 
enlargement  out  of  proportion  to  an  entity  that  is  un- 
derstandable and  logical  extension  of  an  infection  or 
diseaes  process.  I have  seen  patients  with  nodes  prox- 
imal to  the  inguinal  area  from  unusual  cat  scratches 
on  the  legs  or  ankles.  However,  the  usual  distal  site 
from  the  hands  and  arms  is  the  commonest  presentation 
in  toddlers  and  older  children. 

Many  authorities,  especially  Margileth,  agree  that 
at  least  three  to  four  major  criteria  must  be  established 
to  make  a definitive  diagnosis: 

1)  Animal  contact  with  a skin  lesion 

2)  A positive  CSD  skin  test 

3)  Negative  laboratory  studies  for  other  causes  of 
lymphadenopathy 

4)  The  characteristic  histopathology,  if  a biopsy  is 
taken. 

Numerous  problems  arise  from  the  fourth  criteria 
and  it  is  the  consensus  that  more  harm  is  done  to  biopsy 
the  lesion,  than  to  allow  it  to  resolve  spontaneously, 
as  they  do  within  three  to  four  weeks,  many  without 
the  aid  of  antibiotics. 

Sinus  tracts  and  extended  involvement  is  the  usual 
history  when  surgery  has  interrupted  the  normal  benign 
cycle  of  the  disease.  Attempts  to  use  adrenal  corti- 
costeroids have  not  been  beneficial. 

The  treatment  usually  consists  of  local  heat  appli- 
cation and  pain  relief.  If  it  becomes  necessary  to  re- 
move the  node,  most  agree  that  needle  aspiration  is 
preferable  to  surgical  incision  since  the  regression  is 
usually  satisfactory  and  the  resultant  disappearance  of 
the  node  occurs.  Laboratory  tests  are  not  diagnostic 
of  the  disease.  It  is  sometimes  necessary,  in  children 
and  young  adults,  to  test  for  the  presence  of  the  het- 
erophile  antibodies  as  a rule  out  because  of  the  usual 
and  common  site  of  early  nodal  involvement  of  infec- 
tious mononucleosis  in  the  neck  area. 

In  making  a diagnosis,  the  criteria  of  a positive  skin 
test  is  sometimes  fraught  with  problems.  Firstly,  the 
skin  test  antigen  has  been  implicated  to  contain  the 
organism.'*  However,  Margileth  recently  has  prepared 
antigen  that  has  eliminated  this  problem."' 

The  skin  test  antigen,  if  used  correctly,  is  very  spe- 
cific. The  response  is  a delayed  hypersensitivity  type 
reaction.  Much  discussion  is  present  in  the  literature 
regarding  the  making  of  the  antigen.  Some  workers 
feel  that  the  disease  can  be  spread  if  the  antigen  is  not 
properly  prepared.  Since  no  commercially  prepared 
antigen  is  presently  available,  its  use  has  become  lim- 
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ited.  Sometimes  conversion  possibility  can  be  delayed 
for  up  to  four  weeks.  Margileth  states  that  the  cuta- 
neous reactivity  of  the  scratch  antigen  can  last  up  to 
ten  years.  Some  clinicians  advocate  a skin  punch  bi- 
opsy if  doubt  exists  as  to  the  diagnosis.  However,  node 
biopsy,  as  noted,  is  not  the  primary  treatment  due  to 
the  complications  that  may  result,  namely,  fistulas. 

Marcey,“  has  extensively  reviewed  the  causes  of 
adenitis  of  the  neck  and  concluded  that  most  common 
organisms,  if  present,  manifest  within  four  to  seven 
days  of  onset  of  infection.  The  adenitis  of  CSD  is  one 
of  gradual  onset  and  without  high  fever  and  pain  as 
opposed  to  the  infections  due  to  staphlococcus  aureus 
or  beta  hemolytic  streptococci.  Adenopathy  from  these 
usually  present  with  high  fever,  tenderness,  and  com- 
monly erythema.  The  unilateral  occurrence  of  an  in- 
fective node  is  obvious.  In  the  opposite  case  a solitary 
silent  appearing  CSD  nodule  or  swelling  with  its  in- 
sidious nature  and  development  is  more  provocative. 

Extensions  of  the  Complication 

Convulsions,^'  Jacksonian-like  seizures,^-  muscle 
weakness,”  paresis,”  Bell’s  palsy,”  choreiform  move- 
ments,” coma,”  vasculitis  with  cerebral  arteritis,” 
transverse  myelitis,”  encephalitis, ” osteolytic  le- 
sions,” pneumonia,”  generalized  dermatitis,”  and  op- 
tic neuritis^®  have  been  associated  with  CSD  as  com- 
plications, much  worse  than  the  common  node 
involvement. 

Differential  Diagnosis 

The  differential  diagnosis  must  include  tuberculosis, 
beta  hemolytic  streptococci,  staphylococci,  brucella, 
infectious  mononucleosis,  histoplasmosis,  osteomye- 
litis, tularemia,  syphilis,  and  lastly  tumors,  both  be- 
nign and  malignant. 

Eye  involvement,  historically,  has  been  present  in 
5 to  10%  of  the  patients.'^  This  demonstrates  as  a 
hyperemia  and/or  preauricular  swelling  with  possible 
exudation.  Cultures  are  usually  negative.  The  original 
syndrome  of  Parinaud^  is  now  believed  to  be  a variation 
of  the  disease. 

In  view  of  the  present-day  AIDS  epidemic  and  the 
prevalence  of  the  AIDS-related  virus  (ARV)  in  both 
the  pediatric  and  young  adult  population,  depending 
upon  the  age  and  history  of  the  patient  this  is  another 
serious  consideration  that  must  be  entertained,  since 
there  is  a close  clinical  attachment  of  the  TB  organism 
and  the  AIDS  virus,  one  must  entertain  this  possibility 
if  obvious  CSD  is  not  presented  quickly  in  the  diag- 
nostic and  clinical  study.  Search  of  the  literature  has 
not  revealed  this  combination  of  events. 

Treatment  and  Diagnosis 

The  prognosis  is  excellent.  The  treatment  is  outlined 
previously,  may  necessitate  the  use  of  antibiotics  if 
there  is  any  suspicion  that  bacterial  contamination  at 


the  entrance  site  other  than  the  cat  scratch  organism 
itself  may  be  present  to  complicate  the  course  of  the 
disease. 

The  best  therapy,  of  course,  is  reassurance  that  the 
enlargement  will  regress  within  two  to  three  weeks 
unless  suppuration  occurs.  Berkow”  states  that  tetra- 
cycline may  shorten  the  course  of  the  disease.  Anti- 
biotic sensitivity  of  cultures  of  the  isolated  organisms 
of  Gerber"  revealed  a sensitivity  to  penicillin,  eryth- 
romycin, cephalothin  and  clindamycin.  Regression  of 
the  adenopathy  usually  occurs  in  several  weeks  or  a 
maximum  of  two  to  three  months  with  attention  to  the 
relief  of  pain  with  analgesics  and  if  fluctuant  mass 
develops,  aspiration.  This  is  by  needle  aspiration  as 
noted  previously. 

Until  recently,  it  was  thought  that  complete  recovery 
ensued  and  immunity  was  lifelong.  However, 
Margileth”  has  reported  a study  of  23  patients  with  a 
prolonged  course  of  their  disease.  Besides  the  normal 
benign  signs  and  symptoms,  several  of  these  patients 
suffered  serious  complications,  such  as  neuroretinitis, 
arthritis,  pleurisy,  and  splenomegaly,  together  with  the 
CSD  nodal  involvement  reoccurring  during  separate 
episodes.  Since  no  other  cause  for  these  events  could 
be  found,  other  than  the  presence  of  the  CSD  bacilli 
in  the  nodes,  and  ultimately,  complete  recovery  oc- 
curred, it  was  presumed  they  were  genuine  CSD  in- 
fections. 

The  lack  of  response  to  any  form  of  antibiotic  ther- 
apy is  recorded  from  thousands  of  patients  followed, 
both  in  the  literature,  and  in  clinical  practice. 
Greenbaum"  studied  a case  of  CSD  with  inguinal  nodes 
and  hepatosplenomegaly  extensively  and  her  studies 
were  entirely  negative  for  bacteria  and  fungi.  They  did 
visualize  gram  negative  pleomorphic  organisms  with 
the  Whartin-Starry  stain.  The  patient  had  hemolytic 
anemia.  The  nodes  disappared  within  two  months  and 
the  patient  had  a complete  recovery. 

The  literature  abounds  with  cases  that  resolve  spon- 
taneously, in  spite  of  aggressive  therapy,  surgical, 
medical,  or  purposeful  neglect.  0 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkyiamine 
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odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  Is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3.4  j tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed,,  p.  176-188. 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales etal,.  The  JournalofUrology128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


January  1 988  / 23 


ANNOUNCING 


Dista  Products  Company 

I D I STA  Division  of  Eli  Lilly  and  Company 

^ . Indianapolis.  Indiana  46285 

Mfd  by  Eli  Lilly  Industries,  Inc 
■ Carolina,  Puerto  Rico  00630 


' ■'  KX-9008-B-849336 


Computer-generated  molecular 
structure  of  cephalexin 
hydrochloride  monohydrate 


Convenient  500-mg  b.i.d. 
dosage  and  demonstrated 
effectiveness  for 
treatment  of: 

□ skin  and  skin  structure  infections* 


□ uncomplicated  cystitis* 

□ pharyngitis* 


• New  hydrochloride  salt  form  of  cephalexin— 


requires  no  conversion  in  the  stomach  before 


absorption 

• Well-tolerated  therapy 


• May  be  taken  without  regard  to  meals 


For  other  indicated  infections,  250-mg  tablets  available 
for  q.i.d.  dosage 


Priced  less  than  Keflexlcephaiexm) 


Keftab  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin- 
sensitive  patients. 

Penicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  ■ 


ular  *Due  to  susceptible  strains  ol  Staphylococcus  aureus  and/or  /J  hemolylic  streptococci 
' Due  to  susceptible  strains  of  Escherichia  coli.  Proteus  mirabilis.  and  Klebsiella  sp 
' Due  to  susceptible  strains  of  group  A /J  hemolytic  streptococci 


KEFTAB" 

(cephalexin  hydrochloride  monohydrate) 


Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
0-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made, 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 


Adverse  Reactions: 


• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  \n  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia. and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 


' Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SCOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehling  s solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape* 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 


PV  2060  DPP  (091887) 


849336 


Enterococcal  Endocarditis: 
Recent  Experience 

LeRoy  F.  Harris,  M.D.* 


Abstract 

We  compared  seven  cases  of  enterococcal 
endocarditis  from  the  hospitals  of  a single  com- 
munity to  previous  series  all  of  which  origi- 
nated from  university  or  tertiary  care  hospi- 
tals. In  agreement  with  earlier  series  we  found 
enterococci  to  rank  behind  viridans  strepto- 
cocci and  staphylococci  as  the  third  leading 
cause  of  endocarditis  and  enterococcal  endo- 
carditis to  present  in  a subacute  fashion  with 
fever  and  heart  murmur.  Unlike  previous  se- 
ries none  of  our  patients  were  women  of  child- 
bearing age  and  rarely  our  patients  possessed 
antecedent  cardiac  valvular  disease  or  a pre- 
disposing genitourinary  condition.  The  treat- 
ment of  enterococcal  endocarditis  is  compli- 
cated by  the  lack  of  bactericidal  activity  of 
single  antibiotics  and  by  the  increasing  resist- 
ance of  enterococci  to  antimicrobial  agents. 
Recommended  therapy  consists  of  parenteral 
penicillin  or  ampicillin  combined  with  strep- 
tomycin or  gentamicin  in  cases  of  streptomy- 
cin-resistant enterococci.  The  mortality  rate  in 
our  series  was  14  percent  and  none  of  our  pa- 
tients has  relapsed. 


* LeRoy  F.  Harris,  M.D.,  Clinical  Associate  Professor  of  Medicine,  School  of 
Primary  Medical  Care,  University  of  Alabama  in  Huntsville,  410  Lowell,  Huntsville, 
Alabama  35801 . 


Enterococci  are  well  recognized  etiologic  agents  for 
a number  of  infections  including  bacteremia,  uri- 
nary tract  infection  and  meningitis.'  Recently  entero- 
cocci have  emerged  as  superinfections  in  patients  re- 
ceiving third  generation  cephalosporin  antibiotics^  and 
in  immunocompromised  hosts. ^ Traditionally  entero- 
cocci account  for  10  to  20  percent  of  cases  of  endo- 
carditis but  most  series  of  enterococcal  endocarditis 
are  reported  from  university  or  tertiary  care  hospi- 
tals'*'' and  their  comparability  to  community  hospitals 
is  unknown.  We  present  our  experience  with  entero- 
coccal endocarditis  from  the  hospitals  of  a single  com- 
munity and  compare  our  cases  with  previous  series. 

Patients  and  Methods 

We  reviewed  the  charts  of  all  patients  with  a final 
discharge  diagnosis  of  infectious  endocarditis  admitted 
to  the  three  community  hospitals  of  Huntsville,  Ala- 
bama, during  the  nine-year  period  of  1978  through 
1987,  inclusive.  Endocarditis  was  defined  as  a com- 
patible clinical  illness  if  two  or  more  blood  cultures 
contained  the  same  organism.  Although  not  required 
for  inclusion  in  this  series,  surgical  or  autopsy  con- 
firmation of  the  diagnosis  was  sought  whenever  pos- 
sible. Endocarditis  was  considered  to  be  caused  by 
enterococci  when  blood  cultures  contained  only  those 
organisms.  Charts  of  all  patients  with  enterococcal 
endocarditis  were  examined  in  greater  detail.  Enter- 
ococci were  identified  on  Gram  stain  as  gram-positive 
cocci;  they  yielded  a negative  catalase  reaction  and 
grew  in  bile-esculin  medium  and  trypticase  soy  broth 

continued  on  page  28 
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for  physicians. 
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Enterococcal  Endocarditis 
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with  6.5%  sodium  chloride.  Serum  cidal  levels  were 
performed  by  the  modified  Schlicter  serum  antibac- 
terial potency  test.  A metastatic  infection  was  defined 
as  an  infection  which  arose  hematogenously  from  an 
infected  heart  valve. 

Results 

Table  1 lists  the  number  and  percentage  due  to  in- 
dividual organisms  of  50  cases  of  endocarditis.  Viri- 
dans  streptococci  accounted  for  15  cases  (30%)  fol- 
lowed by  coagulase-negative  staphylococci  10  cases 
(20%),  Staphylococcus  aureus  9 cases  (18%),  enter- 
ococci 7 cases  (14%),  nonenterococcal  group  D strep- 
tococci 4 cases  (8%)  and  other  bacteria  5 cases  ( 10%). 


Table  1 

Infectious  Endocarditis  — Huntsville,  Alabama,  1978-1987 


Organism 

Number 
of  Cases 

(%) 

Viridans  streptococci 

15 

(30) 

Coagulase-negative  staphylococci 

10 

(20) 

Staphylococcus  aureus 

9 

(18) 

Enterococci 

7 

(14) 

Nonenterococcal  group  D streptococci 

4 

(8) 

Other 

5 

(10) 

Total 

50 

(100) 

Note:  other  = group  B streptococci  2 (4),  group  G streptococci  1 (2), 
Cardiobacterium  hominis  1 (2),  Neisseria  subflava  1 (2). 


Table  2 describes  the  clinical  features  of  seven  pa- 
tients with  enterococcal  endocarditis.  The  patients 
ranged  in  age  from  47  to  81  years  and  averaged  58 
years.  All  but  one  patient  were  males.  Underlying 
diseases  were  present  in  five  patients  and  included 
hypertension,  aortic  stenosis,  recurrent  urinary  tract 
infection,  chronic  renal  failure  maintained  on  contin- 
uous ambulatory  peritoneal  dialysis  and  lymphoma. 
The  aortic  valve  was  infected  in  five  cases  and  the 
mitral  valve  in  three  cases  including  one  patient  with 
coexisting  aortic  and  mitral  valve  involvement.  The 
commonest  symptom  of  the  patients  was  fever  and  less 
frequently  musculoskeletal  pain,  weight  loss  and  dysp- 
nea. Cardiac  murmurs  were  appreciated  in  all  but  one 
patient  and  a Janeway  lesion  was  present  in  one  pa- 
tient. The  maximum  temperature  during  the  first  24 
hours  of  hospitalization  extended  from  98.4  to  100.4°F 
and  averaged  99.4°F. 

Table  3 delineates  the  laboratory,  radiographic  and 
echocardiographic  findings  of  seven  cases  of  entero- 
coccal endocarditis.  The  leukocyte  count  on  admission 
to  the  hospital  ranged  from  4000  to  27500  per  cu  mm 
and  averaged  12660  per  cu  mm.  The  serum  bactericidal 
level  drawn  within  two  hours  of  administration  of  both 
antibiotics  (peak  serum  cidal  level)  was  obtained  on 
five  patients  and  extended  from  1 ;4  to  1 :256.  The  chest 
x-ray  on  admission  to  the  hospital  was  normal  in  five 
patients  and  revealed  pulmonary  edema  and  cardio- 
megaly  in  the  other  two  patients,  respectively.  Ech- 
ocardiography was  performed  on  four  patients  and  dis- 
closed no  vegetations  in  two  patients,  a calcified  aortic 
valve  in  one  patient  and  an  aortic  vegetation  in  one 
patient. 


Table  2 

Enterococcal  Endocarditis  — Clinical  Features 


Case 

AgelSex 

Underlying 

Disease 

Valve 

Involved 

Symptoms 

Signs 

T max 
CF) 

1 

58/M 

Hypertension 

Mitral 

Fever  — 4 mo 

Sys  M,  Janeway 
lesion 

100.4 

2 

81/F 

Aortic  stenosis 

Aortic 

Fever,  weight  loss,  dyspnea  — 2 mo 

Sys  M 

99 

3 

47/M 

None 

Aortic 

Fever,  weight  loss,  dyspnea  — 3 mo 

Sys  and  dias  M 

99,2 

4 

50/M 

Recurrent  UTI 

Mitral 

Low  back  and  hip  pain  — 1 mo 

None 

100.2 

5 

50/M 

CRF  with  CAPD 

Mitral  and 
aortic 

Bilateral  arm  pain  — 1 mo 

Sys  M 

98.4 

6 

65/M 

None 

Aortic 

Fever  — 10  d 

Sys  M 

99.4 

7 

55/M 

Lymphoma 

Aortic 

Fever  — 3 wk 

Sys  and  dias  M 

99.2 

Note:  T max  = maximum  temperature  during  first  24  h of  hospitalization,  sys  = systolic,  M = Murmur,  dias  = diastolic,  UTI  = urinary  tract  infection, 
CRF  = chronic  renal  failure,  CAPD  = continuous  ambulatory  peritoneal  dialysis. 
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Table  4 elucidates  the  treatment,  outcome  and  met- 
astatic infections  of  seven  patients  with  enterococcal 
endocarditis.  All  patients  received  combination  anti- 
biotic therapy  with  ampicillin  and  gentamicin  in  four 
cases,  penicillin  and  gentamicin  in  one  case,  penicillin 
and  streptomycin  in  one  case  and  vancomycin  and 
gentamicin  in  one  case.  Three  patients  required  valve 
replacement  during  antimicrobial  therapy  and  valve 
replacement  was  performed  in  one  patient  three  months 
after  completion  of  antibiotic  treatment.  In  each  case 
congestive  heart  failure  despite  medical  therapy  was 
the  surgical  indication.  Only  one  patient  died  during 
hospitalization  for  a 14  percent  mortality  rate.  Two 
patients  suffered  metastatic  infections  in  the  spine. 

Discussion 

The  group  D streptococci  are  divided  into  entero- 
coccal and  nonenterococcal  species  by  biochemical 
and  physiological  tests.  Enterococci  produce  alpha, 
beta  or  gamma  hemolysis  on  blood  agar  and  are  ca- 
pable of  growing  in  media  containing  40%  bile  or  6.5% 
sodium  chloride.**  The  most  common  enterococcal  spe- 
cies are  S.  faecalis  and  S.  faecium  which  account  for 
80-85%  and  15-20%  of  clinical  isolates,  respectively. 
S.  durans  is  the  least  commonly  encountered  entero- 
coccal species  among  clinical  specimens.  It  is  impor- 
tant to  differentiate  enterococcal  from  nonenteroccal 
species  because  of  the  source  and  pathogenesis  of  the 
infections  they  produce  and  because  of  their  antimi- 
crobial susceptibility.  Enterococci  comprise  part  of  the 
normal  gastrointestinal  flora  and  less  frequently  reside 
in  the  oropharynx  and  vagina.' 

Enterococci  rank  behind  viridans  streptococci  and 
staphylococci  as  the  third  leading  cause  of  endocarditis 
and  account  for  10  to  20  percent  of  cases.*  Enterococci 
also  were  our  third  commonest  etiologic  agent  and 
were  responsible  for  14  percent  of  cases. 


Enterococcal  endocarditis  most  frequently  occurs  in 
women  of  childbearing  age  and  in  older  men  with 
males  outnumbering  females  2 to  1 . This  disparity  in 
age  reflects  the  presumed  major  portal  of  entry  of 
enterococci,  the  genitourinary  tract.  Young  women  are 
predisposed  to  develop  enterococcal  endocarditis  dur- 
ing childbirth,  abortion,  dilatation  and  curettage  and 
urethral  catheterization  and  by  use  of  the  intrauterine 
contraceptive  device.  In  older  men  enterococcal  uri- 
nary tract  infection  caused  by  prostatic  hypertrophy 
can  result  in  enterococcal  endocarditis  during  manip- 
ulation of  the  urinary  tract.*  Less  frequent  portals  of 
entry  for  enterococcal  endocarditis  include  the  biliary 
tract,  wounds,  oral  cavity"'  and  presumably  intravenous 
injection  in  heroin  addicts.®  Most  patients  with  enter- 
ococcal endocarditis  possess  antecedent  cardiac  val- 
vular disease  but  the  infection  can  involve  previously 
normal  valves.  The  clinical  presentation  is  that  of  a 
subacute  endocarditis  with  fever  the  commonest  symp- 
tom and  heart  murmur  the  most  frequent  sign.  Less 
often  splenomegaly,  Roth  spots  and  evidence  of  pe- 
ripheral emboli  are  detected.  The  mitral  valve  is  in- 
volved more  commonly  than  the  aortic  valve  and  in- 
frequently patients  can  exhibit  an  acute  illness  with 
rapid  valve  destruction.*  In  our  series  the  patients  were 
predominately  elderly  and  all  but  one  were  male.  Only 
one  patient  each  had  underlying  valvular  disease  and 
a predisposing  genitourinary  condition,  respectively. 
In  general  our  patients  demonstrated  a subacute  course 
with  fever  and  heart  murmur  clinically.  Of  interest 
were  two  patients  with  musculoskeletal  complaints  due 
to  metastatic  infections  in  the  spine.  We  encountered 
aortic  valve  infection  more  often  than  mitral  valve 
involvement. 

Laboratory  data  of  patients  with  enterococcal  en- 
docarditis reveal  a frequent  anemia  and  usually  a nor- 
mal to  slightly  elevated  leukocyte  count.*  In  our  ex- 


Table  3 


Enterococcal  endocarditis  — Laboratory,  Radiographic  and  Echocardiographic  Findings 


Case 

WBC 

(Cells! cu  mm) 

Peak  serum 
cidal  level 

Chest  X-ray 

Echocardiogram 

1 

8800 

1:128 

Normal 

No  vegetation 

2 

12500 

1:16 

Normal 

Calcifled  aortic  valve 

3 

19400 

— 

Pulmonary  Edema 

— 

4 

6900 

1:4 

Normal 

— 

5 

27500 

— 

Cardiomegaly 

— 

6 

9500 

1:8 

Normal 

Aortic  vegetation 

7 

4000 

1:256 

Normal 

No  vegetation 

Note:  WBC  = Leukocyte  count  on  admission  to  hospital,  peak  serum  cidal  level  = serum  bactericidal  level  drawn  within  two  hours  of  administration  of  both 
antibiotics. 
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Table  4 

Enterococcal  Endocarditis  — Treatment,  Outcome  and  Metastatic  Infection 


Case 

Treatment 

Outcome 

Metastatic 

Infection 

Medical 

Surgical 

1 

Amp  and  gent 

— 

Cure 

— 

2 

Amp  and  gent 

AVR 

Cure 

— 

3 

Amp  and  gent 

AVR 

Cure 

— 

4 

Pen  and  gent 

— 

Cure 

Spine 

5 

Vanco  and  gent 

AVR  and  MVR 

Cure 

Spine 

6 

Pen  strep 

AVR  3 mo  later 

Cure 

— 

7 

Amp  and  gent 

— 

Death 

— 

Note:  Amp  = 

ampicillin,  gent  = gentamicin,  AVR 

= aortic  valve  replacement,  pen  = penicillin,  vanco 

= vancomycin,  MVR  = 

mitral  valve  replacement. 

perience  the  chest  x-ray  infrequently  was  abnormal  and 
the  echocardiogram  demonstrated  a vegetation  in  only 
one  of  the  four  patients  on  whom  it  was  performed. 

The  treatment  of  enterococcal  endocarditis  is  com- 
plicated by  the  lack  of  bactericidal  activity  of  single 
antibiotics  and  by  the  increasing  resistance  of  enter- 
ococci to  antimicrobial  agents.  The  majority  of  clinical 
isolates  are  resistant  to  the  tetracyclines,  erythromycin, 
the  penicillinase-resistant  penicillins  (for  example,  ox- 
acillin and  nafcillin),  the  cephalosporins  and  the  ami- 
noglycosides. The  most  active  single  agents  against 
enterococci  include  amoxicillin,  ampicillin,  penicillin 
G and  vancomycin.  However,  even  these  antibiotics 
demonstrate  only  bacteriostatic  as  opposed  to  bacte- 
ricidal activity  which  probably  accounts  for  their  high 
rate  of  failure  and  relapse  when  used  as  single  drug 
therapy  for  enterococcal  endocarditis.  Because  peni- 
cillin in  the  presence  of  an  aminoglycoside  produces 
synergistic  killing  of  enterococci,  combination  therapy 
with  both  of  these  agents  forms  the  cornerstone  of 
treatment  of  enterococcal  endocarditis.^-^ 

In  recent  years  enterococci  have  demonstrated  in- 
creasing resistance  to  aminoglycosides  and  thus  to  syn- 
ergistic killing  of  the  organisms  by  combination  pen- 
icillin-aminoglycoside therapy.  All  strains  of  S.faeciurn 
are  resistant  to  enhanced  cidal  activity  when  penicillin 
is  combined  with  tobramycin  or  kanamycin.  High- 
level  resistance  [minimal  inhibitory  concentration 
(MIC)  greater  than  or  equal  to  2000  p.g  per  ml]  to 
streptomycin,  occurring  in  up  to  54  percent  of  clinical 
isolates  of  enterococci  at  one  medical  center,  results 
in  deficient  synergistic  killing  of  the  organisms  by 
combined  penicillin-streptomycin  treatment.^  A cur- 
rent study  has  disclosed  high-level  resistance  to  gen- 
tamicin in  over  50  percent  of  clinical  isolates  of  en- 
terococci at  another  medical  institution,'®  however,  such 
strains  have  not  been  documented  to  cause  endocar- 
ditis.'^ 


In  view  of  the  above  considerations  the  following 
recommendations  are  made.  Patients  with  streptomy- 
cin-susceptible (MIC  less  than  2000  |jig  per  ml)  en- 
terococcal endocarditis  should  receive  penicillin,  20 
to  40  million  U,  or  ampicillin,  12  g IV  daily,  plus 
streptomycin,  7.5  mg  per  kg  (dose  not  to  exceed  500 
mg)  IM  evey  12  hours.  Gentamicin,  1 mg  per  kg  (dose 
not  to  exceed  100  mg)  IM  or  IV  every  8 hours,  should 
be  substituted  for  streptomycin  in  patients  with  strep- 
tomycin-resistant (MIC  greater  than  or  equal  to  2000 
p,g  per  ml)  enterococcal  endocarditis.  The  duration  of 
therapy  is  four  weeks  in  patients  with  symptoms  of 
illness  present  for  less  than  three  months  and  at  least 
six  weeks  in  patients  with  symptoms  present  for  more 
than  three  months  and  in  patients  with  prosthetic  valve 
endocarditis.  Patients  who  are  allergic  to  penicillin 
should  be  desensitized  to  the  agent  or  if  this  is  not 
feasible  should  be  treated  with  vancomycin,  7.5  mg 
per  kg  (dose  not  to  exceed  500  mg)  IV  every  6 hours 
or  15  mg  per  kg  (dose  not  to  exceed  1 g)  IV  every  12 
hours.  The  therapy  of  relapses  of  enterococcal  endo- 
carditis should  be  modified  in  the  following  manner; 
substitution  of  gentamicin  for  streptomycin  in  strep- 
tomycin-resistant isolates,  increase  in  the  daily  dosage 
of  penicillin  or  ampicillin  to  40  to  100  million  U and 
12  to  24  g,  respectively,  and  prolongation  of  treatment 
to  6 to  8 weeks.  The  dosage  of  the  aminoglycoside 
and  vancomycin  should  be  reduced  in  patients  with 
abnormal  renal  function.  Antimicrobial  therapy  should 
result  in  a serum  bactericidal  level  of  1:8  or  greater.*- " 
In  our  series  a penicillin  or  vancomycin  combined 
with  an  aminoglycoside  was  administered  to  all  pa- 
tients and  achieved  a serum  bactericidal  level  of  1:8 
or  greater  in  four  of  the  five  patients  on  whom  the  test 
was  performed.  In  addition,  four  of  our  seven  patients 
eventually  required  valve  replacement  because  of 
hemodynamic  indications. 

continued  on  page  32 
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PHYSKIANl 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You'll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

Tbe  Army  covers  his  premiums. 
Sincehe’san  Army  Physician,  thereare 
a lot  of  worries  associated  with  private 
practicethathe  won’t  have  to  con  tend 
with.  Likeexcessive paperwork,  andthe 
overhead  costs  incurred  in  runninga 
private  practice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  with  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  ex  amine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


Enterococcal  Endocartitis 

continued  from  page  30 


The  mortality  rate  of  enterococcal  endocarditis  has 
varied  from  9 to  47  percent  and  between  0 to  17  percent 
of  patients  have  been  reported  to  relapse  after  treat- 
ment.The  mortality  rate  in  our  series  was  14 
percent  and  none  of  our  patients  has  relapsed.  0 
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Adefense 
gainst  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer, while  others  may_ 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy'  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits : 
brussels  sprouts. 

Foo<Js  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foo(Js  such  as  ham, 

and  fish  and  types  of 

sausages  smoked  by  traditional 
metho(Js  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 
1 cancer  alone. 


yAAAERICAN  O^NCER  SOOETY® 


32  / Alabama  Medicine,  The  Journal  of  MASA 


A 

WORD 
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the  AMA. 
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me  etficiency  o. 

TO  Join.  Comact  your  ^oun^  or 

Division  of  ^^errrbershrp,  AMA 
Illinois  60610  or  call  collect, 


I.C.  System 
can  help 
heal  the 
doctor/patient 
relationship. 


I.C.  System  can  help  mend  the  break  between  you  and  patients  who 
owe  you  money.  We  have  proven  time  and  again  that  it  can  be  done 
without  jeopardizing  your  relationship  with  a patient.  We  bring  in 
past-due  accounts,  but  without  taking  any  action  that  will  tarnish  your 
professional  standing  in  the  community. 

In  short,  we,  too,  are  profe.ssionals.  TTli^ 

Fill  out  this  card  and  mail  it  • 11“  SlCl  1 1 

to  find  out  how 


<0 


Tell  me  more  about  the  I.C.  S\’stem  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  35164 
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Address  

City State Zip 
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Opsoclonus  and  Ataxia 
Accompanying  Acute 
Gastroenteritis 

Jose  A.  Canedo,  M.D.* 

Saunders  L.  Hupp,  M.D.* 

Williams  J.  Hamilton,  D.O.* 


Abstract 

Opsoclonus  and  truncal  ataxia  developed  as 
concomitants  of  an  acute  gastrointestinal  ill- 
ness in  a previously  healthy  young  woman.  The 
only  neuro-radiologic  or  laboratory  abnor- 
mality was  a lymphocytic  pleocytosis  of  the 
cerebral  spinal  fluid.  The  patient  was  begun 
on  a short  course  of  oral  steroids  with  reso- 
lution of  neurological  signs  in  two  weeks. 


Introduction 

Opsoclonus  is  a neuro-ophthalmologic  disorder 
characterized  by  involuntary,  rapid,  disruptive, 
multi-directional  conjugate  saccadic  eye  movements. 
These  oscillations  are  usually  horizontal,  but  may  have 


* From  the  Departments  of  Neurology  (Drs,  Canedo.  Hamilton)  and  Surgery, 
Division  of  Ophthalmology  (Dr.  Hupp),  University  of  South  Alabama  College  of 
Medicine,  Mobile,  Alabama.  Reprint  requests:  Saunders  L.  Hupp,  M.D.,  University 
of  South  Alabama  College  of  Medicine,  P.O.  Box  81327,  Mobile,  Alabama  36689. 


vertical  and  rotary  components.  Additionally,  cere- 
bellar dysfunction  with  myoclonus  may  occur.  Op- 
soclonus with  ataxia  has  been  associated  with  many 
diverse  conditions  including  infectious  or  inflamma- 
tory encephalitis,  toxins,  neoplasia  and  hydrocephalus. 

Rarely,  an  acute,  self-limited  form  of  this  syndrome 
has  followed  a viral  respiratory  or  gastrointestinal  ill- 
ness.* We  report  a case  of  opsoclonus  accompanied 
by  body  tremulousness  occurring  in  a healthy  young 
woman  following  a typical  attack  of  presumed  viral 
gastroenteritis. 

Case  Report 

A 20-year-old,  right-handed  female  experienced 
nausea,  vomiting,  diarrhea,  chills  and  neck  stiffness 
associated  with  a low  grade  undulating  fever.  The  pa- 
tient saw  her  family  physician  who  diagnosed  a gas- 
troenteritis and  began  treatment  with  oral  antibiotics 
and  increased  fluids.  Several  days  later,  the  patient 
developed  incapacitating  violent  tremors  of  the  entire 
body,  prominent  when  sitting  and  standing,  but  absent 
while  in  a recumbent  position.  Subsequently,  the  pa- 
tient was  hospitalized  at  another  institution.  The  fol- 
lowing day,  she  developed  oscillopsia  in  association 

continued  on  page  39 
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What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology,  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  themi’ 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

Ifyou  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AAAERiaXN 
CANCER 
f SOQETY® 


Professional  Education  Dept, 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 


ARAFATE’ 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer;  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions;  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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1594H7 


Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


All  patients 


79.4% 


Smokers 

81.6%* 

Cimetidine: 

All  patients 

76.3% 

Smokers  62.5% 

'Significantly  greater  than  cimetidine  smoker  group  (P<,05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


Parafate* 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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Opsoclonus  and  Ataxia 

continued  from  page  35 


with  the  generalized  tremors,  which  led  to  the  patient’s 
transfer  to  our  hospital  facility. 

Upon  admission,  the  patient  appeared  ill,  unable  to 
sit  or  stand  unassisted  and  was  afebrile.  A neuro- 
ophthalmologic  examination  revealed  vision  of  20/200 
in  the  right  eye  and  20/100  in  the  left  eye.  Visual  fields 
to  gross  confrontation  and  pupillary  reactions  were 
normal.  Ocular  motility  was  markedly  abnormal  with 
bursts  of  irregular,  chaotic,  multi- vectorial,  conjugate 
eye  movements  which  were  exacerbated  by  changes 
on  attempted  fixation.  These  rapid  conjugate  bursts  of 
eye  movements  occurred  during  the  initial  phase  of 
ocular  movement  rather  than  terminally.  The  anterior 
and  posterior  segments  of  both  eyes  were  normal.  In 
addition  to  the  ocular  disturbance,  there  were  contin- 
uous abnormal  smooth  asymmetrical  polymyoclonic 
involuntary  movements  of  the  facial  muscles  associ- 
ated with  head  titubation.  The  remainder  of  the  cranial 
nerve  examination  was  normal.  Also,  the  patient  had 
significant  truncal  and  to  a lesser  degree  appendicular 
dystaxia  with  polymyoclonic  jerks  occurring  only  when 
sitting  or  standing.  The  patient  was  unable  to  ambulate 
without  two  assistants. 

The  sensory,  reflex,  structural  and  vascular  exam- 
inations were  normal.  There  was  no  nuchal  rigidity 
and  the  plantar  reflexes  were  flexor.  There  was  no 
speech  involvement. 

The  initial  laboratory  data  revealed  a normal  com- 
plete blood  cell  count,  calcium,  magnesium,  phos- 
phate, liver  enzymes  and  electrolyte  levels.  The  sedi- 
mentation rate  was  4.  The  initial  lumbar  puncture  had 
a normal  opening  pressure,  RBC  400/uncrenated,  WBC 
125/all  lymphocytes,  glucose  60  mg/dL,  protein  43 
mg/dL,  VDRL  nonreactive  with  negative  gram  stain 
and  cultures.  A MRI  head  scan,  CT  head  scan  and 
chest  x-ray  were  normal.  The  EEG  had  normal  back- 
ground cortical  electrical  activity  interrupted  by  arti- 
facts from  rapid  burst  of  eye  movements  lasting  three 
seconds. 

A diagnosis  of  benign  focal  encephalitis  associated 
with  opsoclonus  and  truncal  ataxia  was  made.  The 
diagnosis  was  based  upon  the  antecedent  viral-type 
illness  coupled  with  the  lymphocytic  pleocytosis  of  the 
cerebrospinal  fluid  and  normal  laboratory  and  radio- 
logic  examinations.  The  patient  was  treated  with  high 
dose  oral  steriods  tapered  over  a 10-day  period.  By 
the  fifth  day  of  steroid  treatment,  the  patient  showed 
significant  clinical  improvement.  She  was  able  to  tol- 
erate opening  her  eyes  because  of  reduced  frequency 
and  amplitude  of  the  opsoclonus.  There  was  milder 
truncal  and  no  appendicular  dystaxia.  A repeat  lumbar 
puncture  was  traumatic,  with  RBC  4350/90%  cre- 
nated,  WBC  13/all  lymphocytes,  glocuse  74  mg/dL, 


protein  32  mg/dL,  LDH  12  U/L  with  negative  gram 
stain  and  cultures.  Subsequently,  the  opsoclonus  re- 
gressed through  stages  of  ocular  flutter  and  then  ocular 
dysmetria.  Two  weeks  following  discharge,  the  patient 
was  asymptomatic  with  visual  acuity  of  20/20  in  both 
eyes  and  no  opsoclonus  or  truncal  ataxia. 


Discussion 

A multi  vectorial,  chaotic  eye  movement  disorder  was 
first  described  in  1927  by  Orzechowski  in  association 
with  encephalitis.^  Subsequently,  opsoclonus  has  been 
described  in  association  with  Coxsackie  B3  infection,^ 
hemophilus  influenza  meningitis,'^  encephalitis,' 
lymphocytic  chorio  meningitis  virus  infection,'’ " 
hydrocephalus,'’^  multiple  sclerosis,^’ DDT  in- 
toxication,^ hearing  loss,'^  bronchogenic  carci- 
noma,^’ breast  cancer,  ’’  encephalitis  with  a hy- 
podense  cerebellar  lesion,*  neuroblastoma,^’  '■*’ 
abnormalities  of  IgG  immunoglobulins,  and  cerebro- 
spinal fluid  plasmacytosis.'^ 

Cogan'  and  Baringer  et  aL  have  reported  the  largest 
series  of  opsoclonus  in  association  with  upper  respi- 
ratory or  gastrointestinal  infections.  The  course  of  the 
illness  was  self-limited,  lasting  from  2 weeks  to  2 
years.  These  authors  suggest  only  supportive  treatment 
for  opsoclonus  but  some  cases  have  been  treated  with 
ACTH  or  prednisone.  No  adequate  control  studies  have 
been  done,  but  retrospective  reports  suggest  a definite 
clinical  improvement  on  steroid  therapy.^’*’ 

The  neuro-anatomic  etiology  for  opsoclonus  re- 
mains uncertain.  In  our  patient,  the  regression  of  op- 
soclonus through  phases  of  ocular  flutter  and  dysmetria 
suggest  that  cerebellar  dysfunction  had  occurred.  Sav- 
ino  and  Glaser  reported  the  same  pattern  of  regression 
in  a patient  with  neuroblastoma.'’'  Other  reports  infer 
that  the  clinical  manifestations  are  due  to  disturbance 
in  any  of  several  neural  pathways  regulating  motor 
control.  Postulated  areas  of  malfunction  include 
the  dentato-rubro-olivary  pathways,'  '^’  the  dento- 
thalamic-cortical  connections,'’*’  or  the  dentate  nu- 
clei.'’  *’ '"’  '*  Neural  dysfunction  may  be  mediated  by 
structural,  toxic  or  immunological  mechan- 
isms.*’ "’ '"’  '* 


Conclusion 

We  wish  to  emphasize  the  importance  of  recogniz- 
ing the  benign  self-limited  nature  of  the  opsoclonus 
and  truncal  ataxia  syndrome  that  may  rarely  accom- 
pany an  upper  respiratory  or  gastrointestinal  illness. 
A short  course  of  steroids  may  abbreviate  the  untoward 
ocular  and  truncal  symptoms.  0 
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Colonel  Dalton  E.  Diamond,  a Master  Parachutist,  is  the  State  Surgeon  for 
the  Alabama  Army  National  Guard.  Dr.  Diamond  is  one  of  many  distinguish- 
ed physicians  who  have  chosen  the  dual  role  of  soldier-physician  in  the 
Alabama  Army  National  Guard.  His  invaluable  training  and  experience  has 
been  of  enormous  benefit  to  the  Army  Guard  Medical  Team.  After  graduat- 
ing from  Tulane  University  School  of  Medicine,  Diamond  did  internshipand 
residency  training  at  Tripler  Army  Medical  Center,  Honolulu,  Hawaii.  Dis- 
tinguishing himself  throughout  his  service  in  the  Army,  he  was  named  U.  S. 
Army  Flight  Surgeon  of  the  Year  in  1976.  COL  Diamond  is  proud  to  have 
served  in  the  20th  Special  Forces  Group  for  nine  years.  Dr.  Diamond  is 
Chief  of  Staff,  Guntersville  Hospital,  Guntersville,  Alabama.  He  calls  the 
Alabama  Army  National  Guard  “the  most  fantastic  'fraternity*  one  could 
ever  imagine.”  It’s  hard  to  imagine  the  Guard  without  dedicated  doctors 
like  Dalton  Diamond. 


DIRECT  COMMISSION 


ALABAMA 


MEDICAL  CORPS 


Physicians-appointed  Captain  or  above  in  the 
Medical  Corps.  Med  students  can  be  appointed 
2nd  LT  in  the  Medical  Service  Corps.  Med  stu- 
dents at  USA,  Mobile,  AL  can  be  a member  of 
the  Medical  Officer  Training  Corps  currently 
forming. 


Membership  in  the  Association  of  Military 
Surgeons  of  the  United  States  (AMSUS) 


TUITION  ASSISTANCE 


Health  Professional’s  Loan  Repayment 
Program  (HPLR) 

Available  to  board  certified  individuals 
in  the  following  speciality  areas: 

Anesthesiology  General  Surgery 

Thoracic  Surgery  Neuro  Surgery 

Orthopedic  Surgery  Emergency  Medicine 
Otorhinolaryngology 

FINANCIAL  BENEFITS 

Additional  monthly  income  based  on  grade 
and  prior  service 

Low  cost  life  insurance -$50,000  coverage 
for  only  $4.00  per  month 

"Space  Available’’  air  travel  anywhere 
within  the  United  States 

Retirement  annuity  after  20  years  of 
creditable  service 

Commissary  & Post  Exchange  privi  ledges 

CLINICAL  CLERKSHIPS 


The  Army  Clinical  Clerkship  Program 
allows  some  medical  students  to  com- 
plete clinical  rotations  in  AMEDD  - 
(Army  Medical  Dept  ) medical  centers 
located  in  the  U.S.  Clerkships  are 
recognized  for  rotation  credit  (with 
prior  approval  by  your  medical  school). 

All  training  is  conducted  while  in  a 
paid  status  commensurate  with  your  rank. 

FOR  MORE  INFORMATION  CALL: 

Captain  Liz  Jordan/Captain  Terry  Shockley 
(205)  271-7296  or  1-800-523-6005 


When  you  decide  to  use 
Bactrim,  use  the  power  of  the  pen 
as  well.  It  guarantees  your  patient  will 
get  Bactrim— with  the  power  of  penetra- 
tion where  you  want  it,  the  power  of 
concentration  where  you  want  it,  and  the 
power  to  persist.  Three  powers  well 
worth  trusting. 

And  remember,  after  deciding  on  Bactrim, 
protect  your  decision.  Take  an  extra  half- 
second,  in  accordance  with  your  state  regula- 
tions, to  prevent  substitution. 

SPECIFY. 

'J)e- 


BactrinrDS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 

Bactrim' Pediatric 

(40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  per  5 ml) 


Please  see  summary  of  product  information  on  following  page. 
C opynghl  C 1987  by  tIoffmann-La  Kochc  Inc  All  nghls  reserved 


BACTRIM  " (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
CONTRAINDICATIONS;  Hypersensitivity  to  trimethoprim  or  sulfonamides,  documented  megaloblastic 
anemia  due  to  folate  deficiency,  pregnancy  at  term  and  during  the  nursing  period,  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions. such  as  Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A O-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bacteriologic  failure  when  treated  with  Bactrim  than  with  penicillin. 

PRECAUTIONS:  General  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e.g  . elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  of  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  Acquwed  Immunodeficiency 
Syndrome  (AIDS)  Because  of  unique  immune  dysfunction.  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia. with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  tor  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophtlia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema.  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephntis,  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neumlogic  Aseptic  meningitis,  convulsions,  penpheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression,  apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous  Weakness,  fatigue,  insomnia 
DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b/ tf  for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min.  give  usual  dosage. 
15-30  ml/min.  give  one-haff  the  usual  regimen,  below  15  ml/mln,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  OS  tablet,  two 
tablets  or  four  teasp  (20  m\)b  i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazoJe)— 
bottles  of  100.  250  and  500.  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500;  Tel-E-Dose*  packages  of  100, 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  15"-30°C  (SS^-aS^F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15'-30X  (59“-86°F)  PROTECTED  FROM  LIGHT 
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Be  [prepared,  Doctor.  More  patients 
will  be  a.sking  about  colorectal  cancer. 
According  to  a .surv^ey*  conducted  by  the 
American  Cancer  Societ}’,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  .cure 
rate  could  be  as  high  as  "^5%,  with  early 
deteaion  and  ajtproj^riate  management. 

For  asymptomatic  persons  the  Sociem 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  SO  and 
o\'er,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscojw  every  three  to  hve  \’ears, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We  re  here  to  heljo.  You  can  reach  us  at 
your  local  American  Cancer  Sociey  office 
or  write  to  our  Profe.ssional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Sociey's  Colorectal  Check 
program  of  jorofe.ssional  and  public 
education  for  ffie  early  detection  of 
colorectal  cancer. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


‘■‘Cancer  of  the  Colon  and  Rectum:  Summarv-  of  Public 
Attitude  Survey,  ' Ca  33:3S9-36S,  1983  (Nov.-Dee.) 
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ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


CASH  H.OW  PROBLEMS?  We  can  collect  your  past  due  ac- 
counts at  a lower  fee  in  an  ethical,  professional  manner.  Home- 
owned,  home-operated  Birmingham  collection  agency.  Licensed, 
bonded,  insured.  Action  Recovery  Services,  Inc.,  216-B  Loma 
Square,  Birmingham,  AL  35216.  205/822-2033. 


EMERGENCY  MEDICINE:  Our  expanding  Emergency  Depart- 
ment Group  seeks  additional  full-  or  part-time  physicians  for  a 
major  hospital  (50,000  visits  annually).  Compensation  is  com- 
petitive; applicants  should  be  BC/BE  in  a primary  care  specialty 
or  have  comparable  experience.  ACLS/ATLS  preferred.  Reply 
with  CV  to  Medical  Director,  Huntsville  Emergency  Medical  As- 
sociates, Huntsville  Hospital,  101  Sivley  Rd.,  Huntsville,  AL 
35801. 


MEDSTAT  — Discover  why  we  are  the  most  repected  physician 
staffing  service  in  the  East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
MEDSTAT,  Inc.,  P.O.  Box  15538,  Durham,  NC  27704. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Cheree  Richards.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


FAMILY  PRACTITIONER,  GENERAL  PRACTITIONER,  PE- 
DIATRICIAN. Needed  now  to  work  with  a unique  internationally 
respected  rural  health  system  network  in  Kentucky  which  includes 
a hospital,  satellite  clinics,  a home  health  agency  and  a school  of 
advanced  nursing.  A regional  medical  center  is  within  20  miles. 
The  practice  environment  is  stimulating  — Physicians  and  Ad- 
vanced Registered  Nurse  Practitioners  work  in  joint  practice  teams; 
interaction  with  students  is  encouraged;  the  rural  population  pre- 
sents as  great  range  and  intensity  of  medical  problems. 

The  FP  or  GP  will  be  expected  to  share  call  with  specialists  and 
consequently  must  have  a particular  strength  in  one  of  the  following 
areas:  Pediatrics,  Obstetrics,  Emergency  Medicine  or  Internal 
Medicine. 

The  setting  is  in  heavily-wooded  mountains  with  a moderate  4- 
season  climate.  Seven  state  parks  are  within  80  miles. 

Superior  compensation/benefits  package  includes  a guaranteed  sal- 
ary with  incentives  and  malpractice.  Call  Deborah  Pennington 
collect  at  502-897-2556.  This  is  an  equal  opportunity  employer. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


INTERNIST  — To  join  growing,  progressive,  north  Alabama 
group.  Guarantee  salary,  flexible  schedule,  full  partnership.  Send 
C.V.  to  P.O.  Box  5294,  Decatur,  AL  35601 


PRIVATE  PRACTICE  OPPORTUNITY  in  small  community  50 
miles  south  of  Atlanta.  For  more  information  contact  Phillip  Jor- 
dan, Administrator,  Jasper  Memorial  Hospital  and  Nursing  Home, 
Monticello,  GA  31064.  Phone  (404)  468-6411. 


EXCELLENT  TEXAS  OPPORTUNITIES  IN  CARDIOLOGY, 
ENT,  FAMILY  PRACTICE  (5),  GENERAL  SURGERY,  IN- 
TERNAL MEDICINE  (2),  OB/GYN  (4),  ONCOLOGY,  OR- 
THOPEDIC SURGERY  (3),  PEDIATRICS  (2),  VASCULAR 
SURGERY,  INDUSTRIAL  MEDICINE.  Excellent  quality  of  life, 
first  year  guarantee,  etc.  Reply  with  C/V  or  call,  Armando  L. 
Frezza,  Medical  Support  Services,  8806  Balcones  Club  Dr.,  Aus- 
tin, TX  78750;  512-331-4164. 


ALABAMA  ANESTHESIOLOGIST:  Immediate  openings.  Group 
and  solo  positions  open  for  board  eligible  or  board  certified  anes- 
thesiologists. All  types  of  anesthesia.  Please  send  C.V.  in  complete 
confidence  to:  MMI,  P.O.  Drawer  7070,  Montgomery,  AL  36107. 


COASTAL  EMERGENCY  SERVICES,  INC.  AND  ALABAMA, 
“the  Heart  of  Dixie,”  join  to  offer  you  the  relaxed  lifestyle  of  the 
south  and  the  earning  opportunities  to  enjoy  it  to  the  fullest.  Con- 
tinued development  throughout  the  state  guarantees  career  options 
for  the  future.  COME  JOIN  US!  Call  or  send  CV  to  Lenora  Saun- 
ders, Coastal  Emergency  Services,  Inc.,  200  Cahaba  Park,  Dept. 
SJA,  Suite  1 10,  Birmingham,  AL  35243;  call  collect  (205)  991- 
2646. 
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The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,052,000,  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 
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Leave  your  markon  life 


\bu  don’t  have  to  move  mountains  to 
make  a difference  on  this  eartli.  ( )r  h(*  a 
Miclielangelo  to  leave  your  mark  on  it. 

Leaving  e\'en  the  smallest  legacy  to  the 
American  Cancer  Society  can  help')  change* 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  he*  le*aving  a len  ing  anel 


lasting  impre*ssie)n  e)n  life. 
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TELLYOUR 
miENTS  THEIR 
CHOLESTEROL  NUMBER... 
BEFORE  THETASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NAnONAL  HEART,  LUNG,  AND  BIOOD  INSTITUTE 

National  Institutes  of  Health  • Public  Health  Service  • U S.  Department  of  Health  and  Human  Services 


See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


I Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  | 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute" 


In  moderate  depression 
and  anxiety 

LimbitroT 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

LimUtroroS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /jy 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JR  eloi  Psychopharmacology  61  217-225.  Mar  22,  1979  2.  Data  an  file, 
Haffmann-La  Roche  Inc  , Nutley,  NJ 
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Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  informotion.  a summory  of  which  follows: 
Indications:  Relief  ol  moderate  lo  severe  depression  associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  onlidepressonls  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  disconlinuotion  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  ond  deaths  hove  occurred  with  concomitant  use,  then 
initiate  cauhously  groduolly  increasing  dosage  until  optimal  response  is  achieved  Coniraindicated 
during  acute  recovery  phase  following  myocardiol  infarction 

Wornings:  Use  with  great  care  in  patients  with  history  of  urinory  retention  or  angle-closure  glaucoma 
Severe  constipation  moy  occur  in  patients  taking  tricyclic  onlidepressonls  ond  anticholinergic-fype 
drugs  Closely  supervise  cardiovascular  palients  (Arrhythmias,  sinus  tachycardia  and  prolongation  ot 
conduction  time  reported  with  use  of  tricyclic  antidepressonts,  especially  high  doses  Myocardial 
infarction  ond  stroke  reported  with  use  of  this  class  of  drugs ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressonts  and  against  hazardous  occupations  requiring  complete 
mental  olertness  (e  g . operating  machinery  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  olmost 
always  be  ovolded  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Cansider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  ta  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychologicol  dependence  to  chlordiazepoxide  have  been  reported  rarely  use 
caution  in  administering  Limbitrol  lo  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  disconlinuotion  ol  either  component  clone  hove  been  reported 
(nauseo,  heodache  and  malaise  tor  omilriptyline,  symptoms  [including  convulsions]  similar  to  those 
ol  borbiturate  withdrowol  for  chlordiozepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperlhyroid  polients  or  those 
on  thyroid  medication,  and  in  patients  with  impoired  renal  or  hepatic  function  Accuse  of  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  potients  Periodic 
liver  function  tests  ond  blood  counts  ore  recommended  during  prolonged  treolmeni  Amitriptyline 
component  may  block  action  ol  guanethidine  or  similar  ontihyperlensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimelidine  (Tagamet),  clinically  significant  effects  hove  been  reported 
involving  deloyed  elimination  and  increasing  steady  stote  concentrations  ot  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evoluated,  sedotive  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essentiol  treatment  See  Warnings  lor  precoutions  obout  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  lo 
smollest  elfective  dosage  to  preclude  atoxia,  oversedotion,  contusion  or  onlicholinergic  efiecis 
Adverse  Reactions:  Most  frequently  reported  ore  those  ossocioled  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  ond  bloating  Less  Irequenlly  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weokness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dystunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tochycordio,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomonio  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  aloxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testiculor  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  ond 
minor  menstrual  irregularities  in  the  temale,  elevation  and  lowering  ot  blood  sugar  levels,  ond  syndrome 
ol  inappropriate  ADH  (aniidiurelic  hormone)  secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  hoving  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  solicylote  has  been 
reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product  intormation  lor 
monitestotion  and  treolment 

Dosage:  Individualize  occording  lo  symptom  severity  and  patient  response  Reduce  to  smallest  efieclive 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  doily  dose  may  be  taken  at  bedtime 
Single  h s dose  may  suffice  for  some  polients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  doily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  lo  two  tablets  daily  os  required  Limbitrol  Tablets,  initial  dosage 
ol  three  or  tour  tablets  doily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  lilm-cooled,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt),  ond  Tablets,  blue,  lilm-ccraled,  eoch 
containing  5 mg  chlordiozepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Availoble  in 
bottles  of  100  ond  500,  Tel  E Dose*  pockoges  of  100,  Prescription  Poks  ot  50 
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See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner-  62  % of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline.^ 

In  moderate 
depression 
and  anxiety 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

limUtrol  DS 

tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  \1^ 
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Please  see  summary  of  product  information  on  adjacent  page. 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  SVixl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebookl Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C.  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 
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For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
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What  he’s  inherited  is  Duchenne,  the  most 
common  and  devastating  form  of  muscular 
dystrophy. 

Like  all  twelve  forms  of  MD,  Duchenne 
can  be  passed  from  parent  to  child  by  a 
defective  gene.  Parents  can  “carry”  the  gene, 
but  be  unaffected  by  the  disease. 

The  Muscular  Dystrophy  Association 
is  striving  to  find  the  gene  responsible 


for  Duchenne.  Because  not  only  is  that 
the  first  big  step  in  finding  a cure,  it’s  also 
a 100%  certain  way  to  identify  parents 
at  risk. 

MDA  is  pouring  all  possible  resources 
into  the  fight  against  Duchenne.  Because 
although  it’s  said  that  you  can’t  take  it  with 
you,  there  are  some  things  no  one  wants  to 
leave  behind. 


MDA 


Muscular  Dystrophy  Association,  Jerr>'  Lewis,  National  Chaimian 


The  original  hydrocodone  analgesic. 


hydrocodone  bitertrate  % mg  (Warning  May  be  habit 
forming)  with  acetaminophen  500  mg 


Freedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 


Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION  SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE  X 

X XX 

X 

OXYCODONE  XX 

XX  XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov ) 1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol”  1975, 
2,  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93,  588  96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief— 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 


hours). 


. ’J. 

Specify  "Dispense  as  written  " for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pairr. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


May  be  habit 


hydrocodone  bitartrate  5 mg.  (Warning 
iorming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence:  VICODIN"  issubjectto  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotia,  may  impairthe  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syncirome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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Playing  God 


ON  THE  HRST  SUNDAY  of  1988,  two  television  com- 
mentators were  discussing  the  newly  allowable 
65  mph  speed  limits  on  the  interstate  system. 

Congress  had  again  liberalized  it  in  the  blizzard  of 
measures  passed  in  the  latest  travesty  on  constitutional 
government,  the  continuing  resolution  enacted  a cou- 
ple of  days  before  Christmas.  That  was  yet  another 
branch  of  the  infamous  Jukes  family  of  congressional 
monstrosities  already  producing  OBRA,  COBRA  and 
SOBRA. 

Sam  Donaldson,  one  of  the  contenders,  was  holding 
forth  on  the  idea  that  allowing  the  speed  limit  to  be 
raised  from  55  to  65  was  a conscious  decision  by  the 
nation  to  trade  several  thousand  lives  a year  for  public 
convenience. 

George  Will  responded  by  positing  a question:  if 
lives  saved  should  be  the  only  consideration,  why  not 
lower  the  speed  limit  to,  say,  35  miles  an  hour  or  even 


15,  because  even  more  thousands  would  be  saved  at 
lower  and  lower  speeds. 

Donaldson,  walking  into  Will’s  trap,  said  there  is 
a practical  minimum  speed  beneath  which  it  would  be 
silly  to  go  — even  if  more  lives  were  saved. 

Will  sprung  his  trap:  then  you  are  making  the  same 
trade-off  of  convenience  for  lives  that  you  accuse  oth- 
ers of  doing  above  55. 

And  he  was  absolutely  right.  The  Ford  motor  com- 
pany was  pilloried  in  public  some  years  ago  for  de- 
ciding that  the  Pinto’s  gas  tank  location  posed  only  a 
limited  hazard,  with  predicted  mortality  at  the  “ac- 
ceptable” level.  Ford  was  accused  by  trial  lawyers  in 
the  famous  Pinto  case  of  playing  God  with  lives.  And 
the  jury  was  suitably  impressed. 

Of  course  the  nation  does  this  all  the  time;  we  are 
certainly  doing  it  in  allowing  the  55  mph  limit  to  be 
raised,  since  we  know  with  something  like  mathe- 
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matical  certainty  how  many  more  Americans  will  die 
as  speed  increases.  And  we  are  doing  it  in  not  reducing 
the  maximum  legal  speed  to  35  or  25.  We  make  a 
conscious  or  unconscious  decision  to  trade-off  a certain 
number  of  our  fellow  Americans’  lives  for  the  con- 
venience and  perhaps  necessity  of  the  hurried  majority. 

Designers  of  commercial  aircraft  do  it  when  they 
conceive  a new  airliner.  The  public  is  generally  un- 
aware of  the  trade-offs  made  in  the  selection  of  ma- 
terials and  in  the  structural  integrity  of  the  airframe. 
A plane  could  be  made  much  more  crash  resistant  but 
at  an  ever  increasing  weight  penalty,  which  would 
itself  become  a safety  factor  as  well  as  a cost  factor. 
Jet  fuel  is  expensive.  More  weight  requires  more  fuel. 
It  is  quite  possible  to  make  a modem  aircraft  cabin 
that  would  be  virtually  crush-proof  and  fire-proof.  But 
the  plane  simply  would  not  fly. 

So  trade-offs  are  made  in  just  about  everything,  and 
the  trade-off  is  usually  the  public’s  convenience  and 
necessity  on  one  side  and  lives  on  the  other.  The  bal- 
ancing act  is  quite  deliberate  although  usually  unspo- 
ken. 

What  I am  leading  up  to  should  be  obvious:  the 
critical  choices  society  must  make  — is,  in  fact,  al- 
ready making  — in  the  allocation  of  increasingly  scarce 
health  care  resources.  HCFA’s  current  ratcheting  down 
on  the  quantity  and  intensity  of  care  of  Americans  is 
a calculated  balancing  act  not  unlike  that  practiced  by 
the  designers  of  aircraft  and  automobiles.  For  example, 
HCFA  surely  knows  that  a certain  number  of  Amer- 
icans will  be  forfeited  by  each  new  constriction  on  the 
definition  of  “medical  necessity.’’  If  an  attending  phy- 
sician can’t  be  certain  that  his  patient  can  safely  be 
discharged  when  the  DRG  limit  is  reached,  you  may 
be  sure  that  no  distant  bureaucracy  can  begin  to  assess 
that  risk.  But  it  can  assess  the  risk  in  the  cold  logic 
of  deaths  per  100,000  patients. 

It  would  be  my  guess  that,  with  its  vast  computer 
capacity,  HCFA  has  a war  room  where  very  hush-hush 
mortality  projections  are  made  to  accompany  each  pro- 
posed new  reduction  in  the  intensity  of  care.  Just  as 
the  National  Safety  Council  has  an  uncanny  record  of 
predicting  holiday  traffic  deaths,  so  I believe  does 
HCFA  know  what  the  mortality  price  might  be  for 
every  turn  of  the  screw. 

In  doing  so,  HCFA  is  not  being  mthlessly  irre- 
sponsible; it  is  trying  to  allocate  inadequate  resources 
to  achieve  the  Jeffersonian  ideal  of  the  greatest  good 
to  the  greatest  number.  Blame  must  be  shifted  to  Con- 
gress, which  refuses  to  adequately  fund  its  promises 
to  the  American  people.  But  beyond  Congress,  the 
people  themselves  make  the  final  decision,  by  balking 
at  new  revenues  and  sending  that  message  to  their 
representatives.  Rationing  begins  with  limitations  im- 
posed on  resources.  So  we  all  share  responsibility. 

The  trade-offs  will  become  more  and  more  public, 
however,  as  we  move  into  the  brave  new  world  of 


ever  more  miraculous  (and  exorbitantly  expensive) 
medical  technology  on  the  one  hand  and  greater  de- 
mands upon  limited  resources  on  the  other.  As  the 
number  of  the  elderly  increases,  the  relative  number 
of  younger  taxpayers  is  decreasing.  It  would  be  bad 
enough  if  all  those  expensive  technologies  had  not 
occurred  at  this  time  in  national  history,  but  they  are 
there  and  people  want  them. 

Denying  ultimate  care  is  difficult  in  this  country 
which  professes  to  place  human  life  as  worth  any  cost. 
The  gap  between  that  contention  and  its  practical  ap- 
plication at  bedside  is  widening.  In  the  immediate  fu- 
ture, the  gap  will  become  a gulf.  The  national  debate 
will  not  be  limited  to  who  should  be  favored  with 
transplants,  dialysis,  heart  repair  and  the  rest.  It  will 
take  in  the  whole  of  our  national  purpose  in  the  fields 
of  therapy,  prevention  and  public  safety. 

In  a wide-ranging  paper  presented  some  months  ago 
to  the  Geneva  Association,  Dr.  Milton  C.  Weinstein, 
Professor  of  Policy  and  Decision  Sciences  of  the  Har- 
vard School  of  Public  Health,  provides  a glimpse  at 
that  future,  which  is  already  here. 

Dr.  Weinstein’s  essay,  “Risky  Choices  in  Medical 
Decision  Making:  A Survey,’’  suggests  that  physicians 
of  the  future  will  use  computer  softwear  to  weigh  de- 
cisions but  that  “budgetary  constraints  [will]  limit  [the] 
health  care  provider  in  the  same  way  that  the  classical 
economic  consumer  is  limited  by  his  or  her  income.’’ 

Application  of  the  principles  of  decision  analysis, 
derived  from  what  is  called  the  “theory  of  decision- 
making under  uncertainty,’’  is  already  far  advanced  in 
business  administration  and  has  made  significant  in- 
vasions into  clinical  medicine.  Dr.  Weinstein  expects 
these  to  increase  and  offers  the  view  that  decision 
analysis  in  medicine  is  as  plausible  as  in  answering 
such  questions  as  ‘ ‘ whether  and  where  to  drill  for  oil .’  ’ 
He  expects  physicians  of  the  future  to  have  personal 
computers  at  bedside  to  assist  them  in  answering  very 
tough  questions  involving  the  granting  and  withhold- 
ing of  technology.  (It  is  well  that  George  Orwell  has 
already  gone  to  his  reward.) 

But  this  column  is  on  the  larger  public  choices  we 
face  as  a nation.  Dr.  Weinstein  presents  a table  based 
on  recent  studies  showing  “the  cost  per  year  of  life 
saved’’  for  some  health  investments  our  society  is  al- 
ready making.  At  the  most  cost  effective  end  (defined, 
again,  as  the  cost  per  year  of  life  saved)  is  the  man- 
datory air  bag.  Studies  indicate  that  it  would  cost  just 
$540  per  year  for  every  year  of  life  saved.  Mandatory 
smoke  detectors  in  bedrooms  of  the  nation  are  almost 
as  good  a national  buy:  costing  only  $1,300  for  every 
year  of  life  saved.  The  Motor  Vehicle  Safety  Act  of 
1966  is  still  a bargain  at  $6,300  per  year  of  life  saved, 
as  is  coronary  artery  bypass  (three  vessel)  at  $7,200. 

Next  in  relatively  cost  effective  investments  was  the 
55  mph  speed  limit  (Dr.  Weinstein  presented  the  paper 
before  Congress  relaxed  the  rules),  which  bought  a 
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year  of  life  for  $12,000. 

But  then  the  table  takes  a big  jump:  hemodialysis 
costs  more  than  twice  as  much  per  year  of  life  saved, 
$25,000,  as  the  55  mph  speed  limit  did.  Air  pollution 
controls  cost  $105,000;  prevention  of  water  carcino- 
gens, $240,000;  liver  transplants  $250,000;  limitation 
of  vinyl  chloride  to  one  part  per  million,  $490,000  per 
year  of  life  saved;  and  limitation  of  benzene  to  the  one 
part  per  million  occupational  standard  costs  as  in- 
credible $6.6  million  per  year  of  life  saved. 

Now  many  of  us  would  quickly  say  let’s  save  that 
money  on  benzene  elimination  and  use  it  somewhere 
else,  but  we  might  not  if  we  were  workers,  few  though 
they  are,  threatened  by  this  very  real  hazard  to  their 
lives.  Or  we  might  say  that  we  would  trade  the  cost 
of  just  one  liver  transplant  for  10  dialysis  allocations 
but  only  if  we  were  dialysis  patients  or  their  families, 
not  the  mother  of  a child  whose  fate  hangs  on  getting 
a new  liver. 

This  is  only  the  very  beginning  of  the  terrible  choices 
facing  the  nation  in  its  allocation  of  shrinking  re- 
sources. We  can’t  have  everything;  life  cannot  be  made 
100%  secure.  Most  Americans  will  agree  on  that.  Be- 
yond that,  however,  almost  nothing  is  easy,  as  we  are 
forced  to  choose,  quite  literally,  who  shall  live  and 
who  shall  die. 

Nobody  wants  to  play  God  in  this  way.  But  the 
nation  has  already  begun  doing  just  that  — in  parceling 
out  rationed  medical  care  for  its  elderly,  a movement 
being  imitated  by  private-sector  third-party  payers.  And 
the  rationing  of  resources  has  only  just  begun. 

It  is  not  a happy  thought  for  the  last  years  of  the 
20th  century.  But  the  questions  must  inevitably  be 
faced,  with  increasing  difficulty  and  pain.  0 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3-  The  use  of  potassium  salts  in  patients  receiving  diuretics  tor  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly In  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  iiemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g,,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  Is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate, 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-OUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  weman  only  it  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  pf  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following' 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correclion  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them?* 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AAAERICAN 
V CANCER 
^SOaETY® 


Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Carl  A.  Grate,  Jr.,  M.D. 
President,  MASA 


Playing  HCFA’s 
Dungeons  and  Dragons 


AS  one  starts  into  a new  year  he  cannot  help  but 
look  back  and  then  forward.  As  I look  back  over 
1987  one  of  the  most  frustrating  things  that  had  hap- 
pened to  me  was  my  dealings,  both  voluntary  and 
involuntary,  with  Medicare  and  Medicaid. 

My  dealings  with  the  Feds  has  had  to  do  with  the 
Medicare  and  Medicaid  programs.  When  the  partici- 
pating/non-participating programs  first  began,  my 
partner  and  I sat  down  to  try  and  figure  which  would 
be  best  for  us  and  which  would  be  best  for  our  patients. 

We  came  to  the  conclusion  that  it  would  be  fairer 
to  all  for  us  to  participate  in  the  Medicare  program. 
What  followed  was  a year  of  frustration,  both  on  our 


part  and  on  the  part  of  the  patients.  Patients  didn’t 
understand  the  program  and  we  didn’t  understand  the 
program.  And,  to  say  the  least,  it  was  less  than  fi- 
nancially rewarding. 

The  patients  who  came  to  our  office  had  been  com- 
ing here  for  years;  they  did  not  understand  why  they 
could  not  pay  their  bills.  They  also  did  not  understand 
that  when  there  was  a balance  left  over  that  they  should 
not  pay  this. 

We  received  many  checks  in  the  mail  that  we  had 
to  simply  return.  The  bookkeeping  was  a nightmare. 
For  those  of  you  who  have  only  a few  Medicare  pa- 
tients in  your  practice  this  may  not  seem  to  be  a big 
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deal.  But  when  you’ve  been  in  practice  for  over  30 
years  the  age  of  your  patients  begins  to  get  older  and 
Medicare  patients  make  up  a sizable  part  of  your  prac- 
tice. This  is  added  to  by  the  fact  that  I took  over  a 
practice  from  my  father,  which  was  made  up  of  elderly 
patients  even  at  that  time. 

The  phone  rang  constantly  with  patients  asking 
questions  about  their  statements:  either  why  the  amounts 
that  were  shown  were  there  or  why  they  didn’t  receive 
a statement,  etc.,  etc. 

After  a very  frustrating  year  to  me,  my  patients, 
and  most  of  all  my  office  personnel,  my  partner  and 
I once  again  sat  down  and  reconsidered  the  whole 
matter.  After  a year  of  participating  we  decided  that 
it  was  wise  to  become  non-participating  again. 

After  becoming  non-participating  a breath  of  fresh 
air  seemed  to  go  through  our  office.  The  patients  seemed 
to  be  happier  to  go  back  to  the  old  way  of  doing  and 
certainly  my  office  personnel  was.  We  had  already 
come  to  grips  with  the  fact  that  we  would  have  to 
charge  different  prices  for  the  Medicare  patients  than 
we  did  for  other  people  in  our  practice. 

This  was  no  big  deal  even  though  a good  number 
of  the  elderly  patients  that  I have  are  more  than  able 
to  pay;  in  fact,  some  of  them  are  more  able  to  pay 
than  the  younger  patients.  But  be  that  as  it  may,  we 
cruised  along. 

During  the  next  year  something  came  out  called 
MAAC.  We  received  some  communications  about  it 
from  HCFA,  as  from  Blue  Cross/Blue  Shield,  and  tried 
to  pore  over  this.  A formula  was  included  on  several 
occasions  which  told  us  how  to  figure  what  our  max- 
imum allowable  charge  should  be.  We  could  not  make 
heads  or  tails  of  this. 

We  were  furnished  with  some  figures  but  these  were 
the  area  prevailing  fees.  We  went  along  our  merry  way 
having  no  doubt  that  we  were  in  compliance  with  every 
law  and  every  rule  and  regulation,  doing  our  best  with 
them. 

In  November  we  began  to  understand  the  MAAC 
program  much  better.  We  received  a notification  from 
HCFA  through  Blue  Cross/Blue  Shield  that  we  were 
not  in  compliance  with  the  law.  For  the  first  time  we 
were  told  what  our  maximum  allowable  charges  were. 

That  is,  we  were  told  after  we  were  able  to  get  the 
representative  from  Blue  Cross/Blue  Shield  to  bring 
those  charges  to  our  office.  The  communication  also 
stated  that  we  must  bring  these  charges  into  compliance 
or  be  turned  over  to  the  Inspector  General  of  the  United 
States. 

I am  sure  that  many  of  you  have  had  similar  ex- 
periences and  probably  even  worse.  I think  that  the 
frustration  over  all  of  this  is  in  trying  to  deal  with  the 
system.  It  is  hard  to  understand  the  communications 
that  you  receive  even  if  you’re  trying  to.  It  is  hard  to 
find  anyone  you  can  talk  to.  It  is  hard  to  find  someone 


who  can  give  you  the  correct  answers  even  if  they  are 
willing  to  talk  to  you. 

Some  time  the  information  that  you  need  is  not  even 
available.  For  instance,  all  of  us  were  supposed  to 
decide  whether  we  would  be  participating  or  non-par- 
ticipating for  the  coming  year  by  January  1 . But  as  all 
of  you  well  know,  you  were  not  furnished  enough 
information  to  make  the  proper  decisions.  That  is,  you 
are  not  furnished  with  the  MAAC  for  the  coming  year. 
You  are  not  furnished  with  what  the  usual  and  cus- 
tomary fees  were  for  the  area  and  it  has  not  been 
decided  as  of  yet  how  much  the  cuts  in  the  fees  would 
be. 

Another  anecdotal  experience  that  I had  a few  months 
ago  with  the  Feds  came  after  I had  attended  a nursing 
home  patient  whom  I had  known  and  treated  over  a 
number  of  years.  He  was  confined  because  of  Alz- 
heimer’s Disease  and  was  completely  out  of  touch  with 
reality. 

I went  to  the  nursing  home  at  the  request  of  the 
nurse  there  because  he  was  running  a high  fever,  his 
blood  pressure  was  down,  etc.  I saw  him  three  times 
over  the  next  three  days  and  finally  the  patient  expired. 

When  I sent  in  a charge  on  Medicare,  I received  a 
letter  stating  that  the  charge  was  not  allowable  and 
that  furthermore  I could  not  charge  the  patient;  if  I had 
charged  him  I must  refund  the  money.  I am  sure  many 
of  you  have  received  similar  letters.  After  writing  and 
calling  several  people,  I finally  received  a letter  through 
Blue  Cross/Blue  Shield  saying  that  they  would  allow 
me  to  charge  the  patient  $18  for  each  of  the  visits. 

How  they  arrived  at  this  is  known  only  to  someone 
locked  in  the  bounds  of  Blue  Cross/Blue  Shield  or 
some  other  such  impenetrable  fortress.  In  spite  of  my 
continuing  to  inquire  as  to  how  they  arrived  at  this,  I 
have  not  received  a satisfactory  answer.  It  seems  that 
someone,  somewhere  just  decided  that  that  was  what 
they  would  pay. 

I am  upset,  I am  frustrated,  I am  infuriated.  HCFA 
through  Blue  Cross/Blue  Shield  has  done  everything 
that  they  would  put  you  and  me  in  jail  for.  They  have 
fixed  prices.  They  have  coerced.  They  have  discrim- 
inated. I have  no  doubt  that  it  is  Bill  Roper’s  intent 
that  every  one  will  participate  in  one  way  or  another. 
I think  that  the  terms  of  being  participating  and  non- 
participating are  archaic.  We  are  all  participating  in 
one  way  or  another  and  he  is  seeing  to  that. 

Arbitrary  decisions  are  made  both  by  the  federal 
agent  and  by  the  fiscal  intermediary.  Now  what  to  do? 
This  is  the  frustrating  part.  It  is  hard  to  know  how  to 
proceed  to  make  any  real  impact  with  these  people.  I 
have  no  doubt  that  changes  are  on  the  way  which  will 
make  the  ones  that  have  already  occurred  look  like 
child’s  play. 

Some  way  we  need  to  make  the  people  in  Wash- 
ington understand  that  we  are  not  just  a bunch  of  money- 
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grubbing  practitioners  trying  to  line  our  own  pockets. 
We  need  to  make  them  understand  that  this  is  affecting 
the  quality  of  care  patients  are  receiving. 

They  need  to  understand  that  we  as  practitioners  are 
willing  to  work  within  the  system  and  are  willing  to 
try  to  conserve  the  resources  that  are  available.  How- 
ever, they  cannot  legislate  or  dictate  from  a thousand 
miles  away  the  care  of  an  individual  patient. 

So  far  the  AMA  has  been  unable  or  unwilling  to 
make  any  impact  on  Congress.  I do  not  think  that  our 
senators  and  representatives  will  heed  anything  until 
it  comes  from  the  people  themselves.  I think  we  as 


practitioners  will  have  to  continue  to  talk  to  our  pa- 
tients and  encourage  them  to  write  at  every  opportunity 
to  those  in  Washington. 

Just  maybe,  if  the  mail  becomes  heavy  enough  from 
home,  they  will  begin  to  listen  and  find  out  what  is 
going  on.  If  they  expect  first-class  care,  then  they  are 
going  to  have  to  pay  for  it.  0 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Molprocfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  currenf  wifh  fechnology  and  ne\A/  mefhods? 

★ No  fime  or  money  for  professional  developmenf? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Compefenf  and  dedicated  professional  staff, 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professianal  developmenf, 

★ Medical  facilities  all  around  fhe  world, 

★ 30  days  of  vacation  wifh  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


TSgt  Kary  Utley 
205-271-6315 
Collect 
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Computer-generated  molecular 
structure  of  cephalexin 
hydrochloride  monohydrate 


Convenient  500-mg  b.i.d. 
dosage  and  demonstrated 
effectiveness  for 
treatment  of: 

□ skin  and  skin  structure  infections* 

□ uncomplicated  cystitis* 

□ pharyngitis* 


• New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 

• Well-tolerated  therapy 

• May  be  taken  without  regard  to  meals 

For  other  indicated  infections,  250-mg  tabiets  available 
for  q.  id.  dosage 


Priced  less  than  Keflexlcephaiexm) 


Keftab  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin- 
sensitive  patients. 

Penicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever. 


I. 


KEFTAB™ 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis.  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother’s  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity \f\  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SCOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict’s  or  Fehling's  solu- 
tion and  Clinitest*  tablets  but  not  with  Tes-Tape* 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 


*Due  to  susceptible  strains  of  Staphylococcus  aureus  and/or  (S  hemolylic  streptococci 
■ Due  to  susceptible  strains  of  Escherichia  coli,  Proteus  mirabilis.  and  Klebsiella  sp 
' Due  to  susceptible  strains  of  group  A /3-hemolytic  streptococci. 
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Hypophosphatemia  in 
Critically  111  Pulmonary  Patients 

Rama  L.  R.  Nandipati,  M.D.* 

Staff  Physician 

Nageswara  R.  Chava,  M.D.;  F.A.C.P. 

Chief,  Medical  Service 


Abstract 

Low  serum  phosphate  levels  are  recognized 
with  increasing  frequency  in  hospitalized  pa- 
tients and  severe  hypophosphatemia  is  often 
associated  with  multisystem  dysfunction.  We 
retrospectively  reviewed  the  charts  of  42  pa- 
tients with  43  admissions  to  Intensive  Care  Unit 
(ICU)  over  one  year  period  with  a respiratory 
diagnosis.  The  overall  prevalence  of  low  serum 
phosphate  levels,  i.e.  serum  phosphate  level 
less  than  2.4  mg/dL,  was  37  percent,  57  percent 
in  those  with  bacterial  pneumonia,  and  18  per- 
cent in  those  without  pneumonia.  Since  phos- 
phate plays  a major  role  in  oxygen  transport, 
cellular  metabolism  and  leukocyte  function, 
recognition  of  hypophosphatemia  and  main- 
tenance of  normal  serum  phosphate  level  is 
essential  to  treat  patients  with  respiratory  ill- 
ness. 


* Medical  Service,  V.A.  Medical  Center,  215  Perry  Hill  Road,  Montgomery,  AL 
36193.  Dr.  Nandipati  is  now  a Pulmonary  Fellow  at  Mt.  Siani  Services,  City  Hospital 
Center  at  Elmhurst,  New  York. 


The  prevalence  of  hypophosphatemia  in  hospital- 
ized patients  is  reported  to  be  about  2 to  3 percent, 
whereas  in  patients  withdrawing  from  alcohol,  treat- 
ment of  diabetic  acidosis,  intravenous  dextrose  infu- 
sion, nutritional  recovery,  and  respiratory  infections, 
the  prevalence  of  hypophosphatemia  ranges  from  20 
to  40  percent,' 

Hypophosphatemia  adversely  affects  patients  with 
respiratory  illness,  since  low  serum  phosphate  levels 
are  implicated  in  precipitating  respiratory  failure,  de- 
creased diaphragmatic  contractility,  failed  weaning, 
impaired  oxygen  delivery  to  tissues,  leukocyte  dys- 
function, and  prolonged  hospital  stay. 

Methods 

Eighty-three  patients  admitted  to  ICU  over  a one 
year  period  with  a diagnosis  of  respiratory  illness 
(chronic  obstructive  lung  disease,  respiratory  failure, 
respiratory  arrest,  asthmatic  bronchitis,  pneumonia) 
were  considered  for  this  review.  The  charts  of  42  pa- 
tients with  43  admissions  with  at  least  one  serum  phos- 
phate determination  either  during  ICU  stay  or  within 
one  week  prior  to  ICU  admission  were  reviewed.  Hy- 
pophosphatemia was  defined  as  at  least  one  value  less 

continued  on  page  18 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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than  2.4  mg/dL.  For  patients  with  multiple  episodes 
of  hypophosphatemia,  the  lowest  serum  phosphate  level 
was  recorded. 

The  admissions  were  divided  into  4 groups:  Group 
1 , low  serum  phosphate  with  bacterial  pneumonia  (No 
= 12);  Group  2,  low  serum  phosphate  without  pneu- 
monia (No  = 4);  Group  3,  normal  serum  phosphate 
with  bacterial  pneumonia  (No  = 9);  Group  4,  normal 
serum  phosphate  without  pneumonia  (No  = 18). 

Results 

The  overall  prevalence  of  hypophosphatemia  in  the 
patients  with  respiratory  diagnosis  admitted  to  ICU 
was  37  percent,  57  percent  in  those  with  bacterial 
pneumonia  and  18  percent  in  those  without  pneu- 
monia. Conversely,  among  the  16  admissions  with  low 
serum  phosphate  levels,  12  (75  percent)  had  pneu- 
monia, compared  with  27  admissions  with  normal 
serum  phosphate  levels  in  whom  9 (33  percent)  had 
pneumonia. 

Serum  phosphate  levels  were  as  follows:  Group  1, 
1.45  ± 0.85;  Group  2,  1.7  ± 0.4;  Group  3,  3.65  ± 
1.05;  Group  4,  4.05  ± 1.65.  Four  patients  in  Group 
1 and  none  in  other  groups  had  serum  phosphate  levels 

1 .0  mg/dL. 

Discussion 

Our  retrospective  review  of  patients  with  respiratory 
illness  admitted  to  ICU  demonstrated  high  prevalence 
of  hypophosphatemia  (37  percent),  specifically,  in  pa- 
tients with  bacterial  pneumonia  (57  percent).  Com- 
monly observed  causative  factors  were  alcoholism, 
antacids,  and  poor  nutritional  status. 

Clinical  Situations  Associated  with 
Hypophosphatemia 

Hypophosphatemia  may  be  seen  in  a variety  of  clin- 
ical situations  as  described  in  table  1.^-^ 

Pathogenesis 

Hypophosphatemia  with  or  without  phosphate  de- 
pletion may  result  from  decreased  dietary  intake  and 
reduced  intestinal  absorption,  increased  losses  via  renal 
or  gastrointestinal  pathways,  and  transcellular  shifts 
of  phosphate  ion. 

One  or  more  of  the  above  mentioned  mechanisms 
of  production  of  hypophosphatemia  or  clinical  situa- 
tions, specifically,  respiratory  infections,  respiratory 
alkalosis,  phosphate  binding  antacids,  dextrose  infu- 
sion, and  steroid  administration  may  play  a role  in  the 
development  of  low  serum  phosphate  levels  in  patients 
with  respiratory  illness. 


Clinical  Manifestations 

Severe  hypophosphatemia  (serum  phosphate  < 1 
mg/dL)  often  results  in  multisystem  dysfunction,  which 
include  reversible  myocardial  dysfunction,  acute  res- 
piratory failure,  metabolic  encephalopathy,  muscular 
weakness,  paresthesias,  hyporeflexia,  overt  proxifmal 
myopathy,  rhabdomyolysis,  hemolytic  anemia,  reduc- 
tions in  erythrocyte  ATP  and  2,3-DPG,  diminished 
chemotactic,  phagocytic  and  bactericidal  activity, 
platelet  dysfunction,  glucose  intolerance,  reduced 
parathyroid  gland  function,  and  renal  tubular  acidosis. 

Effect  of  Hypophosphatemia  on 
Respiratory  Illness 

Hypophosphatemia,  with  its  well  documented  del- 
eterious effects  on  neuromuscular,  erythrocyte,  and 
leukocyte  functions,  precipitates  and  sustains  respi- 
ratory failure  and  infectious  respiratory  illness. 

Acute  respiratory  failure  associated  with  hypophos- 
phatemia and  responding  to  administration  of  inor- 
ganic phosphate  has  been  described. Augusti  et  aP 


TABLE  1 

Clinical  situations  associated  with  hypophosphatemia 


Profound  Hypophosphatemia 
Diabetic  Ketoacidosis 
Alcoholism 

Phosphate  binding  antacids 
Severe  burns 

Hyperalimentation  with  phosphate  deficient  preparations 
Nutritional  recovery  syndrome 
Severe  respiratory  alkalosis 
Moderate  Hypophosphatemia 
Gram  Negative  Sepsis 
Infectious  Respiratory  Illness 
Poor  intake.  Vomiting 
Chronic  diarrhea.  Malabsorption 
Administration  of 

Dextrose,  Fructose,  Lactate,  Glycerol 
Saline,  Sodium  bicarbonate 
Insulin,  Glucagon,  Corticosteroids, 

Epinephrine,  Gastrin,  Androgens 
Diuretic  therapy 
Hypokalemia,  Hypomagnesemia 
Vitamin  D deficiency 
Pregnancy 
Acute  gout 
Salicylate  poisoning 

Hyperparathyroidism,  “Hungry  bone  syndrome” 
Osteomalacia 

Thyrotoxic  periodic  paralysis 
Acidemia 

Renal  tubular  defects,  Hemodialysis,  Renal  grafts 
Recovery  from  hypothermia 
T-Cell  lymphoblastic  lymphoma 
Histiocytic  lymphoma 


continued  on  page  20 
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^''Whydon’fyou  call  us 
In  a month  or  sol’’^ 

“Sorry,  we’re  not  hiring  right  now.” 

"Well  call  you  \dien 
something  opens  upr 

"UUhy  don’t  you  l^ve  your  number 

and  uje’ll  get  back  to  you.” 

Ws’ll  keep  you 
in  mindr 

"If  only  you  had  a little  more 

experiencer  1! 


WHAT’S  YOUR  EXCUSE? 

There  really  is  no  excuse  for  not  And  help  keep  your  community 

giving  someone  who  wants  to  work  working. 

a chance.  There  is  one  thing  you  have  to  give. 

It  you  manage  a business,  there’s  And  it’s  not  an  excuse.  It’s  a job.  To 

a program  run  by  your  local  Private  someone  who’s  itching  to  work,  but 

Industry  Council  with  the  help  ot  has  never  been  given  a chance, 

the  National  Alliance  ot  Business.  After  all,  American  business  has 

it  can  provide  you  with  a m prospered  by  giving 

a prescreened  labor  pool  people  opportunities... 

ot  work-ready  individuals.  W __  not  excuses. 


It  makes  good  business  sense. 

For  more  information  or  our  free  booklet,  call  The  National  Alliance  of  Business  toll-free  800-424-5404. 
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reported  a case  describing  a relationship  between  the 
patient’s  serum  phosphate  level  and  the  maximal  in- 
spiratory pressure.  In  their  patient,  weaning  was  not 
possible  until  phosphate  depletion  was  corrected  with 
resultant  increase  in  maximal  inspiratory  pressure.  The 
contractile  properties  of  the  diaphragm  during  acute 
respiratory  failure  was  impaired  by  hypophospha- 
temia.^ 

Travis  et  aF  induced  hypophosphatemia  in  five  adult 
patients  and  demonstrated  reduction  in  erythrocyte  2,3- 
DPG  and  ATP  accompanied  by  a striking  increase  in 
red  blood  cells’  affinity  for  oxygen.  Increased  red  cell 
affinity  for  oxygen  leads  to  impaired  oxygen  delivery 
and  tissue  hypoxia. 

Depression  of  chemotactic,  phagocytic  and  bacte- 
ricidal activity  of  the  granulocytes  was  demonstrated 
in  dogs  with  concomitant  reduction  in  leukocyte  ATP 
level.*  Similar  observations  were  made  by  these  in- 
vestigators on  a single  patient  who  became  hypo- 
phosphatemic  during  hyperalimentation. 

In  a review  of  308  admissions  to  a pulmonary  dis- 
ease ward,  Fisher  et  aP  reported  that  although  mortality 
was  no  higher  in  hypophosphatemic  patients,  hospital 
stay  was  twice  as  long  as  that  of  patients  with  normal 
levels  of  serum  phosphate. 

In  summary,  our  study  reproduces  previously  ob- 
served high  prevalence  of  hypophosphatemia  in  pa- 
tients with  respiratory  illness,  specifically,  infectious 
respiratory  illness.  In  view  of  the  deleterious  effects 
of  hypophosphatemia  in  such  patients,  it  is  essential 
to  recognize  hypophosphatemia,  replace  phosphate 
when  indicated,  and  closely  monitor  replacement  ther- 
apy. H 
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Specify  Adjunctive 


LIBR4X 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


Indications;  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows; 

“Possibly”  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntaole 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCT  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving). 
Physical  and  psycholo^cal  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  tne  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranouilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  tecommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effeas  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered;  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  redu«ion;  changes  in 
EEC  panerns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocvtosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protraaed  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PI  0186 


Ids  time 

fer  the  Peetcemakec: 

In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action  — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 

Each  capsule  contains  .S  mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  bromide 


When  brain  and  bowel  conflict . . 


Librax  has  been  evaluated  as  possibly  eOective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
Copyright  '<  1987  hy  Roche  Products  Inc.  All  rights  re.served.  Plea.se  .see  summary  of  prescribing  information  on  adjacent  page. 


State  Licensure  Under  Fire 

Kenneth  C.  Yohn,  M.D. 


Two  bills  introduced  in  Congress  last  Sep- 
tember would  impose  federal  standards  on  state 
medical  licensing  authorities.  Dangerous 
enough  in  itself,  such  a precedent  could  lead 
to  federal  licensure.  The  Alabama  delegation 
to  the  AMA  House  of  Delegates  introduced  a 
resolution  in  the  House  calling  for  AMA  op- 
position. Despite  spirited  dissent  from  Dele- 
gates representing  Foreign  Medical  Graduate 
contingents,  the  Alabama  position  carried  the 
day  and  was  as  adopted  by  the  House.  Follow- 
ing is  the  prepared  text  of  the  address  by  Al- 
ternate Delegate  Kenneth  C.  Yohn,  M.D.,  in 
support  of  the  resolution  before  the  Reference 
Committee.  Although  time  constraints  forced 
a shortening  of  the  address,  it  represents  the 
MAS  A position,  which  prevailed.  Texts  of  the 
bills  in  question  follow  Dr.  Yohn’s  commen- 
tary. — Ed. 


Alabama  physicians  appeal  to  physicians  from  all 
states  to  support  us  in  our  resolution  calling  for 
vigorous  AMA  opposition  to  at  least  two  bills  before 
Congress. 

If  enacted,  these  bills  would  immediately  dilute  and 
ultimately  destroy  state  authority  over  medical  licen- 
sure. Their  passage  would  be  the  entering  wedge,  the 
camel’s  nose  under  the  tent,  propelling  this  country 
toward  federal  licensure  of  the  American  physician. 

The  so  called  Fair  Physician  Licensure  Reciprocity 
Standards  Act  of  1987,  introduced  by  Democratic  Con- 
gressman Stephen  Solarz  of  New  York,  would  amend 
title  XIX  (Medicaid)  of  the  Social  Security  Act  to 
prohibit  a state  (I  am  quoting  the  bill)  “as  a condition 
of  Medicaid  funding,  from  discriminating  among  li- 
censed physicians  in  its  medical  reciprocity  standards 
on  the  basis  of  the  location  of  the  medical  school  from 
which  they  graduated.” 

Democratic  Congressman  Jim  Bates  of  California 
has  introduced  a similar  bill,  which  goes  on  to  specify 
areas  in  which  equal  treatment  of  FMGs  shall  be  re- 
quired by  federal  law. 

Let  me  say  at  the  outset  that  nothing  that  is  to  follow 
is  intended  to  impugn  the  probity  of  these  two  Con- 
gessmen.  Doubtless  they  feel  they  are  serving  the  in- 
terests of  some  of  their  constituents.  But  our  constit- 

continued  on  page  27 
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Before  prescribing,  see  complete  prescribing 
information  in  SKAF  LAB  CO.  literature  or  POR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet . 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals.  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  {brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyh 
line  has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d^  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur®,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 

^py-l 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100.000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only):  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tlltab®  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./S  ml.,  in  8 fl.  oz.  (237  mi.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./S  ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage®*  Vials:  300  mg./2  ml.  in  single-dose^ 
ADD-Vantage®  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40**C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' Hd  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage®  is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 
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A better  altemathe 
for  hypertensives  who 
are  going  bananas... 


DAW 

'DYAZ/DE'A5  WRITTEM. 


ivj  ^ 

CO 


5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  doilars. 

5pare  your  patients  the  rigors  of 
dietary  h+ supplementation. 


25mg  liydrochlorothiazide/50mg  Triamterene/5hr 

Effective  antihypertensive* 
therapy...without 
the  bananas 


* Not  lor  initial  therapy.  See  brief  summary 

without  a history  ol  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabillty  ol  the  hydrochlorothiazide 
component  ol  ‘Dyazide ' is  about  50%  of  the  bioavailability  ol  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  relention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  Increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHII  f^riodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxanls  such  as  lubocurarine 
Triamterene  is  a weak  foltc  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Anlihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components 
Therefore.  Dyazide ' should  be  used  with  caution  in  patients  with 
histories  ol  stone  formation  A lew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  Dyazide ' when  treated 
with  indomethacin  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti  inflammatory  agents  with  Dyazide  '.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide  ' inlerl'eres  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide  '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  Intake  ol  potassium- rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  conective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  ol  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ol  lithium  and  increase  the  risk  ol  lithium 
toxicity. 

Adverse  Beactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics)  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  .xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  lound  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ol  acute 
interstitial  nephrilis  have  been  reported  Impotence  has  been 
reported  in  a few, patients  on  Dyazide  , although  a causal 
relationship  has  not  been  established 
Supplied:  Dyazide ' is  supplied  as  a red  and  while  capsule.  In 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  ol 
100  (intended  for  inslilutional  use  only):  In  Palient-Pak'"  unlt- 
ol-use  bollles  ol  100. 
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Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sutlonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  lhan  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically,  serum  K'  levels  should  be  determined 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K" 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  laundice.  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk  If  their  use  is  essential,  the  patient  should 
stopi  nursing  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


Before  prescribing,  see  complete 
prescribing  information  in 
SH&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  out  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Tax  laws  have  changed  this  year.  And  tax  forms  are  different. 

So  it’s  smarter  than  ever  to  file  now  and  file  accurately.  If  you  need  help, 
call  or  visit  your  local  IRS  office.  And  make  your  taxes  less  taxing. 

Make  your  taxes  less  taxing. 

Do  them  today 

A Public  Service  of  This  Publication  & 
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uents  are  the  millions  of  American  patients  who  could 
be  victimized  by  this  legislation. 

Perhaps  the  sponsors  had  no  such  result  in  mind  and 
would  be  incensed  at  my  suggestion.  But  if  there  is 
one  valid  observation  in  American  lawmaking  in  recent 
decades  it  is  what  someone  has  called  “the  law  of 
unintended  results.”  The  results  of  this  legislation  could 
be  catastrophic  to  the  finest  health  care  system  in  the 
world. 

These  bills  says  that  if  graduates  of  foreign  medical 
schools  are  examined  differently  from  graduates  of 
accredited  American  schools,  this  is  “discrimina- 
tion.” 

“Discrimination,”  as  used  in  the  bills,  is  a loaded 
word.  It  means  that  whoever  practices  such  additional 
inquiries  as  the  law  would  proscribe  is,  ipso  facto, 
guilty  of  xenophobia,  economic  protectionism,  and 
possibly  ethnic  and  religious  prejudice  too. 

Nonsense.  We  say  these  bills  are  sailing  under  the 
false  colors  of  international  brotherhood,  tolerance, 
sweet  charity  and  the  true  spirit  of  the  melting  pot 
called  America. 

They  were  saying  something  similar  140  years  ago 
when  the  American  Medical  Association  was  bom, 
beginning  the  long,  hard  fight  for  professional  stand- 
ards, strict  licensing  supervision,  and  the  world’s  high- 
est demands  on  medical  education. 

I need  scarcely  remind  this  audience  of  the  details 
of  that  arduous  journey  against  what  historians  of  the 
period  called  the  “fierce  laissez-faire  commercialism” 
of  the  19th  Century.  But  a brief  overview  is  instmctive. 

The  AM  A,  like  many  of  our  state  associations,  had 
to  fight  hammer  and  tong  against  the  populist  spirit 
that  sneered  at  the  “medical  tmst”  as  elitist  and  praised 
the  concept  that  in  this  land  of  the  free  anybody  could 
practice  any  trade  he  chose.  Medicine  was  seen  as 
scarcely  different  from  shoeing  horses. 

Our  professional  forebears  were  called  elitists  and 
snobs  because  they  sought  to  introduce  European-style 
medical  education  and  professional  standards  to  this 
country.  They  were  ridiculed  and  reviled  by  dema- 
gogues and  by  montebanks  with  a vested  interest  in 
minimum  standards  or  none. 

The  gains  of  the  mid- 19th  Century  were  lost  as  the 
century  came  to  a close.  The  Association  of  American 
Medical  Colleges,  founded  in  1876,  disbanded  in  dis- 
array and  despair  seven  years  later.  The  AMA  estab- 
lished a Council  on  Medical  Education  that  in  1905 
joined  representatives  of  state  licensing  boards  and  the 
Association  of  American  Colleges  to  create  a model 
program  for  training  and  licensing. 

In  1906  the  Council  began  to  publicize  the  poor 
scores  of  candidates  from  weak  medical  schools.  Di- 
ploma mills  were  everywhere.  Backing  for  the  AMA 


reform  movement  came  from  the  Carnegie  Foundation 
for  the  Advancement  of  Teaching,  which  in  1909  took 
over  the  AMA’s  survey  of  medical  schools  and  ap- 
pointed Dr.  Abraham  Flexner  to  lead  the  investigation. 

The  rest,  as  they  say,  is  history.  The  Flexner  Report 
of  1910  was  a devastating  indictment  of  the  state  of 
medical  education  in  the  United  States  and  of  general 
competence  in  the  medical  profession.  So  great  was 
the  public  revulsion  over  that  report  that  by  1928  only 
74  regular  medical  schools  remained  of  the  154  counted 
two  decades  earlier.  That  number  continued  to  decline 
for  the  next  five  years. 

Storefront  “medical  colleges”  vanished  by  the  score. 

All  of  the  physicians  within  the  sound  of  my  voice 
are  products  of  those  sweeping  reforms  beginning  some 
60  years  ago.  And  now  because  we  are  guardians  of 
this  relatively  new  tradition  of  excellence,  we  are  held 
up  to  the  charge  of  discrimination  because  we  are  more 
searching  in  our  licensure  of  graduates  of  foreign  med- 
ical schools  than  we  are  of  graduates  of  schools  known 
to  us  and  under  the  strict  monitoring  of  the  Liason 
Committee  for  Medical  Education. 

If  this  be  elitism,  I plead  guilty.  If  the  dedication 
of  the  state  licensing  boards  to  the  heritage  of  post- 
Flexner  is  discrimination,  it  is  discrimination  of  the 
kind  America,  at  this  critical  hour,  needs  more  of,  not 
less. 

On  all  sides  nowadays  we  see  politicians  donning 
the  hair  shirt  to  proclaim  their  grief  for  the  low  estate 
of  American  industrial  competitiveness  in  world  mar- 
kets. We  hear  all  manner  of  gnashing  of  teeth  over  the 
decline  of  quality  in  the  United  States.  We  are  told  ad 
nauseam  that  the  major  reason  for  our  alarming  trade 
deficits  is  not  so  much  price  as  quality.  Nobody  wants 
what  we  make,  they  say,  because  we  don’t  make  it  as 
well  as  the  label  “Made  in  the  U.S.A.”  once  stood 
for. 

I do  not  know  the  truth  of  these  breast-beatings.  But 
I do  know  that  one  exception  is  made  by  virtually  every 
such  prophet  of  doom  and  gloom:  American  medicine 
is  the  best  in  the  world.  They  may  add  that  it  costs 
too  much,  but  they  grant  that  every  nation  envies  and 
would  like  to  emulate  the  quality  of  medical  care  in 
the  United  States. 

That  didn’t  just  happen.  It  came  about  because  tens 
of  thousands  of  American  doctors  made  it  happen  by 
fighting  state  legislatures  and  public  inertia  to  elevate 
the  quality  of  medical  education  and  the  standards  of 
medical  practice  in  their  states,  assisted  throughout  by 
AMA. 

Just  as  a jury  of  local  citizens  can  best  serve  the 
ends  of  justice,  so  can  a jury  of  local  peers  best  judge 
who  is  to  be  trusted  with  the  fragile  art  and  science  of 
medical  practice. 

If  we  are  more  searching  in  our  examination  of 
applicants  from  foreign  medical  schools  it  is  because 

continued  on  page  29 
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TheUlltaateMachineDeserves 
TheMostPreciseSurgeryEver  Known. 


The  human  body  was  created  by  God  to 
function  for  a lifetime,  with  circuitry  that 
cannot  be  duplicated  and  powers  that  carmot 
be  measured.  However,  the  ultimate  machine 
can  sometimes  break  down.  For  this  reason, 
St.  Vincent's  Hospital  now  offers  the 
technology  of  laser  surgery— the  most  precise 
surgery  ever  known. 

What  Are  The  Benefits  Of  Laser 
Surgery? 

Laser  surgery  gives  the  physician  precise 
surgical  control.  Perfectly  aligned  beams  of 
laser  light  allow  surgery  to  be  performed  with 
less  bleeding  and  pain.  This  means  fewer 
blood  transfusions  and  quicker  recovery. 
This  technology,  which  may  often  be 
performed  on  an  outpatient  basis,  has 
transformed  the  science  of  surgery. 


Why  St  Vincent's  Laser  Center? 

St.  Vincent's  Hospital  has  committed  the 
resources  and  the  personnel  to  offer  the  most 
advanced  laser  services  in  the  region.  The  St. 
Vincent's  Laser  Center  not  only  provides  the 
full  realm  of  coordinated  laser  services,  it 
actively  trains  and  accredits  physicians  and 
staff  in  the  use  of  lasers.  Its  laser  capabilities 
are  second  to  none,  and  include  the  Nd:YAG, 
Argon  and  CO2  lasers.  The  experience,  the 
training  and  the  caliber  of  physicians  and 
staff  mean  that  St  Vincent's  can  offer  the  most 
precise  surgery  ever  known ...  for  ophthal- 
mology, urology,  gynecology,  gener^ 
internal  use  and  a wide  range  of  other 
surgical  specialties,  such  as  neurosurgery, 
orthopedics  and  plastic  surgery. 

St  Vincent's  Laser  Center  can  answer  the 
question,  "I  wonder  if  a laser  could  be  used 
for  my  surgery?"  For  more  information  about 
the  Laser  Center,  call  1-800-331-6777. 


St.ViiKent^  Hospital 

RO.  Box  ^15.  Birmingham.  Alabama  35201 


Light  Years  Ahead  In  Laser  Surgery. 


A Member  01  The  Daughiers  Ot  Charity  National  Health  System 
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we  remember  the  bitter  joke  of  populist  “licensure” 
before  AMA  and  Dr.  Flexner  showed  the  public  how 
it  was  being  victimized. 

If  we  are  charged  with  elitism  in  our  sincere  probing 
of  the  educational  preparation  of  offshore  medical 
graduates,  let  me  paraphrase  the  famous  words  of  a 
great  American  23  years  ago: 

“I  would  remind  you  that  extremism  in  the  defense 
of  our  profession  is  no  vice  . . . that  moderation  in 
the  pursuit  of  excellence  is  no  virtue.  ...” 

Please  join  us  in  urging  the  AMA’s  vigorous  op- 
position to  proposed  legislation  that  would  outlaw  our 
efforts  to  insist  on  high  standards  of  foreign  medical 
education. 

If  we  fail  in  this  effort,  of  this  you  may  be  certain; 
as  night  follows  day,  other  efforts  will  quickly  follow 
to  vest  in  the  federal  government  virtually  all  medical 
licensure  authority.  That  would  open  the  floodgates  in 
the  name  of  egalitarianism  and  it  would  destroy  Amer- 
ican medicine. 

100th  congress  1st  Session 

H.R.  3241 

To  promote  nondiscrimination  in  State  medical 
licensure  and  medical  reciprocity  standards,  and  to 
amend  title  XIX  of  the  Social  Security  Act. 


IN  THE  HOUSE  OF  REPRESENTATIVES 
September  9,  1987 

Mr.  Bates  introduced  the  following  bill;  which  was 
referred  to  the  Committee  on  Energy  and  Commerce. 


A BILL 

To  promote  nondiscrimination  in  State  medical 
licensure  and  medical  reciprocity  standards,  and  to 
amend  title  XIX  of  the  Social  Security  Act. 

Be  it  enacted  by  the  Senate  and  House  of 
Representatives  of  the  United  States  of  America  in 
Congress  assembled, 

SHORT  TITLE 

Section  1.  This  Act  may  be  cited  as  the  “Equal 
Opportunity  for  Medical  Licensure  and  Reciprocity  Act 
of  1987.” 

PURPOSE  OF  THE  ACT 

Sec.  2.  The  purpose  of  this  Act  is  to  provide  that 
any  person  that  is  a medical  school  graduate  of  a med- 
ical school  outside  the  United  States  shall  be  given 
equal  access  to  practice  medicine  within  any  jurisdic- 
tion in  the  United  States.  Discrimination  against  any 
graduate  of  a medical  school  outside  the  United  States 
shall  not  be  tolerated  in  licensure,  reciprocity,  reim- 
bursement, residency,  medical  staff  academic  appoint- 
ments, and  professional  society  membership.  The  De- 


partment of  Health  and  Human  Services  shall  enforce 
the  provisions  of  this  law. 

Sec.  3.  Any  person  who  is  a practicing  and  licensed 
physician  in  the  United  States  and  who  graduates  from 
a medical  school  outside  the  United  States  shall  not  be 
denied  equal  access  to  practice  medicine  within  any 
jurisdiction  in  the  United  States. 

Sec.  4.  For  any  person  who  is  a practicing  and 
licensed  physician  in  the  United  States,  no  provision 
of  law,  regulation,  policy,  or  requirements  for  obtain- 
ing or  maintaining  a license  to  practice  medicine  shall 
discriminate  against  a person  who  is  a graduate  of  a 
medical  school  outside  the  United  States  because  of 
such  person’s  status  as  a graduate  of  such  a medical 
school. 

Sec.  5.  Any  person  who  is  a medical  graduate  from 
a medical  school  outside  of  the  United  States  and  has 
completed  the  United  States  postgraduate  training  and 
obtained  a license  to  practice  medicine  in  any  State  of 
the  United  States  shall  not  be  subjected  to  any  con- 
ditions or  requirements  which  materially  differ  in  any 
respect  from  such  conditions  or  requirements  as  applied 
to  graduates  from  medical  schools  within  the  United 
States  in  relation  to  the  following: 

(a)  any  examination  required  as  a condition  to  prac- 
tice medicine  or  to  continue  the  practice  of  medicine 
in  the  United  States; 

(b)  any  requirements  or  qualification  criteria  nec- 
essary to  obtain  or  maintain  medical  board  certification 
in  the  United  States; 

(c)  access  to  residency  training  positions  at  any  med- 
ical school,  hospital  or  other  medical  facility  within 
the  United  States; 

(d)  access  to  any  form  of  financial  assistance  from 
the  United  States  Government  or  any  agency  thereof 
to  be  provided  to  a medical  graduate  or  to  be  provided 
to  any  person  or  entity  where  such  financial  assistance 
is  in  any  way  based  on  the  status  or  origin  of  a medical 
graduate; 

(e)  State  and  jurisdictional  standards  and  evaluation 
criteria  for  determining  the  method  or  manner  of  grant- 
ing reciprocity  to  any  medical  graduate  to  practice  med- 
icine in  such  State  or  jurisdiction; 

(f)  membership  in  any  public  medical  association  or 
organization; 

(g)  any  other  such  circumstances  concerning  the  li- 
censing of  medical  providers  and/or  the  professional 
requirements  within  the  medical  system  of  the  United 
States; 

(h)  that  no  Federal  law  shall  be  construed  to  require 
or  permit  discrimination  in  the  payment  for  health  care 
services  which  are  furnished  (or  ordered  to  be  fur- 
nished) by  or  under  the  supervision  of  a physician, 
solely  on  the  basis  that  individual’s  qualification  as  a 
physician  is  based  on  the  graduation  from  a medical 
school  located  outside  the  United  States;  and 

( 1 ) no  retroactive  laws  or  regulations  shall  be  applied 
to  any  practicing  and  licensed  physician  of  the  United 
States  who  is  a graduate  of  a medical  school  located 
outside  the  United  States. 

continued  on  page  30 
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Sec.  6.  The  above  provisions  shall  be  equally  ap- 
plicable to  conditions  and  requirements  relating  to  any 
medical  speciality  as  well  as  the  general  practice  of 
medicine. 

Sec.  7.  The  Secretary  of  Health  and  Human  Services 
may  not  make  a grant,  loan  guarantee,  or  interest  sub- 
sidy under  any  provision  of  law  to,  or  for  the  benefit 
of  any  school  of  medicine,  unless  the  application  for 
the  grant,  loan  guarantee,  or  interest  subsidy  payment 
contains  assurances  satisfactory  to  the  Secretary  of 
Health  and  Human  Services  that  the  school  of  medicine 
will  not  discriminate  in  any  way  against  any  physician 
that  is  not  a graduate  of  a medical  school  located  within 
the  United  States. 

Sec.  8.  In  order  for  any  State  to  be  eligible  to  receive 
payments  pursuant  to  title  XIX  of  the  Social  Security 
Act  with  respect  to  any  calendar  quarter  which  begins 
within  one  year  after  the  date  of  enactment  of  this  Act, 
a State  shall  adopt  medical  licensure  and  medical  rec- 
iprocity standards  which  provide  equal  opportunity  to 
any  person  who  is  a graduate  of  a medical  school  which 
is  within  the  United  States,  and  to  any  person  who  is 
a graduate  of  a medical  school  outside  the  United  States 
and  such  person  has  completed  the  United  States  post- 
graduate training  and  obtained  a license  to  practice 
medicine  in  any  State  of  the  United  States. 

Sec.  9.  The  Secretary  of  Health  and  Human  Services 
shall  develop  regulations  to  carry  out  the  provisions  of 
this  Act. 

100th  congress  1st  Session 

H.R.  3273 

To  amend  title  XIX  of  the  Social  Security  Act  to 
prohibit  States,  as  a condition  of  medicaid  funding, 
from  discriminating  among  licensed  physicians  in  its 

medical  reciprocity  standards  on  the  basis  of  the 

location  of  the  medical  school  from  which  they 
graduated. 


Sec.  2.  condition  for  medicaid  funding. 

(a)  In  General.  — Section  1902(a)  of  the  Social 
Security  Act  (42  U.S.C.  1396a(a))  is  amended  — 

( 1 ) by  striking  “and”  at  the  end  of  paragraph  (48), 

(2)  by  striking  the  period  at  the  end  of  paragraph 
(49)  and  inserting  and”,  and 

(3)  by  inserting  after  paragraph  (49)  the  following 
new  paragraph; 

“(50)  provide  that  the  State,  in  its  medical  reci- 
procity standards  for  physician  licensure  for  individuals 
who  have  successfully  passed  a licensure  examination 
(and  are  duly  licensed)  as  a physician  in  one  of  the  50 
States,  the  District  of  Columbia,  the  Virgin  Islands,  or 
Guam,  does  not  distinguish  among  such  individuals 
based  on  the  location  of  the  medical  school  from  which 
the  individuals  graduated.” 

(b)  Effective  Date.  — (1)  The  amendment  made 
by  subsection  (a)(3)  applies  (except  as  provided  under 
paragraph  (2))  to  payments  under  title  XIX  of  the  Social 
Security  Act  for  calendar  quarters  beginning  on  or  after 
the  first  day  of  the  first  calendar  quarter  that  begins 
more  than  1 year,  without  regard  to  whether  or  not 
final  regulations  to  carry  out  such  amendment  have 
been  promulgated  by  such  date. 

(2)  In  the  case  of  a State  plan  for  medical  assistance 
under  title  XIX  of  the  Social  Security  Act  which  the 
Secretary  of  Health  and  Human  Services  determines 
requires  State  legislation  (other  than  legislation  appro- 
priating funds)  in  order  for  the  plan  to  meet  the  ad- 
ditional requirement  imposed  by  the  amendment  made 
by  subsection  (a)(3),  the  State  plan  shall  not  be  re- 
garded as  failing  to  comply  with  the  requirements  of 
such  title  solely  on  the  basis  of  its  failure  to  meet  this 
additional  requirement  before  the  first  day  of  the  first 
calendar  quarter  beginning  after  the  close  of  the  first 
regular  session  of  the  State  legislature  that  begins  after 
the  date  of  the  enactment  of  this  Act.  0 


IN  THE  HOUSE  OE  REPRESENTATIVES 
September  15,  1987 

Mr.  Solarz  introduced  the  following  bill;  which 
was  referred  to  the  Committee  on  Energy  and 
Commerce 


A BILL 

To  amend  title  XIX  of  the  Social  Security  Act  to 
prohibit  States,  as  a condition  of  medicaid  funding, 
from  discriminating  among  licensed  physicians  in  its 
medical  reciprocity  standards  on  the  basis  of  the 
location  of  the  medical  school  from  which  they 
graduated. 

Be  it  enacted  by  the  Senate  and  House  of  Repre- 
sentatives of  the  United  States  of  America  in  Congress 
assembled, 

Section  1 . short  title. 

This  Act  may  be  cited  as  the  “Fair  Physician  Li- 
censure Reciprocity  Standards  Act  of  1987.” 
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TELLYOUR 
PATIENTS  THEIR 
CHOLESTEROL  NUMBER... 
BEFORE  THETASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State  Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NATIONAL  HEART,  LUNG,  AND  BIOOD  INSTITUTE 

National  Institutes  of  Health  • Public  Health  Sen/ice  • US  Department  of  Health  and  Human  Services 


Questioning  the  Physician’s 
Broader  Responsibilities® 

Leif  C.  Beck,  LL.B.* 


Physicians  are  uniquely  fortunate  in  one  too-often 
overlooked  way.  Their  professional  activity  serves 
the  uniformly  desirable  purpose  of  helping  people. 
Regardless  of  what  motivating  factors  led  them  to 
choose  medicine  as  a career,  their  work  deals  with 
medical  conditions  so  people  can  lead  healthier,  more 
wholesome  and  satisfying  lives. 

Few  other  professionals  can  so  directly  bask  in  that 
fact.  Attorneys  (of  which  I am  one),  accountants  and 
advertising  agents,  for  instance,  have  a more  tenuous 
relation  to  a uniform  socially  desirable  purpose.  Other 
health  professionals  play  a less  pivotal  role  in  the  same 
goal  as  physicians  have.  Perhaps  only  ministers,  rabbis 
and  priests  can  so  directly  equate  their  work  with  the 
highest  goals  espoused  by  our  society. 

Spiritual  Question 

Given  the  special  opportunity  to  serve,  though,  to 
what  extent  do  physicians  actually  seek  to  serve  med- 
icine’s basic  purposes?  In  my  newsletter.  The  Physi- 
cian’s Advisory,  I recently  addressed  this  question  un- 
der the  provocative  title:  “Are  You  Doing  Enough  to 
Satisfy  Your  God?’’ 


* The  author  is  Chairman  of  the  Health  Care  Group,  Meetinghouse  Business  Cen- 
ter, 140  W.  Germantown  Pike,  Suite  200,  Plymouth  Meeting,  PA  19462  — (215) 
828-1729,  a medical  management  consultant  and  attorney  advisor  to  physicians.  This 
article  was  published  in  Pennsylvania  Medicine,  December  1987. 

® Copyright  reserved,  1987. 


It  put  the  question  in  spiritual  terms,  for  all  of  us 
must  ultimately  answer  such  concerns.  But  it  chal- 
lenges you  to  consider  your  work  patterns  — and  your 
underlying  personal  attitudes  — as  it  relates  to  the 
community  of  man  as  well  as  to  God. 

So  much  good  is  done  by  each  doctor.  The  or- 
thopedist repairs  his  patient’s  broken  bone  or,  through 
the  wonder  of  arthroscopy,  his  tom  ligament. 

The  family  physician  detects  her  patient’s  colonic 
polyps  early  enough  to  spare  a 45-year  old  parent’s 
life  from  cancer,  and  the  pediatrician  handles  that  par- 
ent’s children’s  health  problems  — big  and  small  — 
so  these  kids  become  healthy  adults. 

The  anesthesiologist  manages  her  cases  so  well  that 
hundreds  of  in-hospital  and  ambulatory  surgery  cases 
give  people  years  — and  decades  — of  further  pro- 
ductive life. 

And  so  on  for  each  physician  in  each  specialty  and 
practice  setting. 

Of  course,  physicians  are  for  the  most  part  extremely 
well  paid  for  their  work.  They  are  at  the  top  of  the 
income  scale,  despite  their  long  hours  and  the  burdens 
upon  them.  Even  though  younger  doctors  worry 
whether  medical  practice  will  be  as  economically  re- 
warding as  in  the  past,  especially  in  view  of  medical 
school  debts,  they  are  virtually  certain  to  do  at  least 
reasonably  well  financially. 

continued  on  page  34 


32  / Alabama  Medicine,  The  Journal  of  MAS  A 


A A. 


For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 


Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Regisiefed  Marks  Blue  Cross  and  Blue  Shield  Association 


Physician’s  Responsibilities 

continued  from  page  32 

The  “Typical”  Physician 

As  a medical  management  consultant  and  advisor 
to  thousands  of  physicians  over  some  17  years  now, 
I have  developed  a fairly  good  picture  of  how  doctors 
think  and  act.  There  is  admittedly  enough  variation 
from  person-to-person  that  many  people  fall  outside 
any  generalizations.  Nonetheless,  some  patterns  are  so 
strong  that  they  deserve  description. 

The  “typical,”  successful  private  practice  physician 
— an  admitted  misnomer  — works  10,  12  or  mour 
hours  per  day  and  assumes  care  of  so  many  patients 
that  his  (and  increasingly,  her)  day  is  hectic  from  start 
to  finish.  His  or  her  commitment  to  each  patient’s  best 
care  is  driven  by  a combination  of  an  engrained  profes- 
sional ethic,  or  business  need  to  provide  good  service 
and  a fear  of  malpractice  complications.  Each  patient 
served,  indeed  each  procedure  performed,  represents 
an  income  flow  on  a piece-work  basis;  a procedure 
compensated  at  less  than  or  no  regular  fee  is  considered 
“lost  income.” 

Within  this  picture,  many  doctors  accept  Medicaid 
patients  but  a great  many  others  refuse  those  cases.  In 
my  experience,  however,  “successful”  doctors  gen- 
erally accept  welfare  patients  only  grudgingly.  There 
is  a haughtiness  in  the  attitude  that  the  Medicaid  or 
freebie  patient  represents  someone  who  receives  some- 
thing for  nothing  and  then  may  turn  around  and  bring 
a malpractice  suit  if  the  result  is  less  than  perfect. 

Virtually  all  physicians  have  a general  policy  to 
reduce  or  write  off  the  fee  of  any  patient  who  has 
presented  but  truly  cannot  pay  it,  although  that  sort  of 
patient  is  — if  not  referred  on  to  the  “clinic”  — hardly 
sought  with  any  real  enthusiasm. 

This  psyche  may  be  understandable.  There  is  so 
much  to  do  for  patients  who,  directly  and  through  their 
insurers,  will  pay  for  each  separately  itemized  pro- 
cedure that  helping  someone  for  free  is  virtually  anath- 
ema. (One  high-income  physician  wrote  me  in  protest 
that  he  “gives  away  over  $100,000  per  year,”  pre- 
sumably counting  Medicare  and  Medicaid  disallow- 
ances as  well  as  write-offs,  and  challenged  whether 
non-physicians  are  so  generous.) 

No  Soft  Answers 

Whether  or  not  you  perfectly  fit  the  above-described 
picture,  the  difficult  question  is  if  those  practice  pat- 
terns are  satisfactory  within  your  greater  spiritual  and 
human  obligations.  Is  it  “enough”  to  provide  your 
wonderful  services  through  your  system  geared  pri- 
marily to  those  patients  who  can  pay  — or  whose 
insurers  can  pay  — your  fees? 


Are  God  and  humanity  sufficiently  served  when  you 
offer  your  good  works  only  within  your  own  practice’s 
pattern?  And  are  your  greatest  obligations  satisfied 
when  you  practice  good  medicine,  live  a generally 
moral  life  and  devote  the  rest  of  your  attention  to  your 
family? 

The  teachings  of  virtually  all  our  religions  take  us 
past  our  society’s  comfort  zone  and  answer  “no”  to 
these  questions.  While  not  opposing  wealth,  for  in- 
stance, the  Bible  — both  Jewish  and  Christian  — 
demand  concern  and  effort  for  the  poor.  And  it  calls 
for  that  concern  and  effort  to  be  genuine  enough  to 
withstand  your  — and  your  God’s  — critical  evalu- 
ation.* 

All  of  us  tend  to  avoid  that  critical  evaluation;  we 
prevent  logic  from  pursuing  its  natural  course  when  it 
affects  our  built-in  priorities.  An  affluent  suburban 
church-goer  may,  for  example,  give  some  money  and 
a bit  of  executive  time  — but  not  his  actual  on-site 
presence  — to  a charitable  effort.  And  a physician 
may  take  pride  in  seeing  poor  patients  for  no  or  low 
fee  if  they  somehow  find  their  way  to  his/her  office 
— but  not  affirmatively  reach  out  and  seek  those  peo- 
ple who  really  need  his/her  skills. 

A number  of  teachings  show  how  our  society’s  sys- 
tems are  subtly  but  insidiously  stacked  against  the 
poor.t  You  need  not  be  a “bleeding  heart  liberal”  — 
I am  not  — to  see  how  poor  people  lack  access  to 
medical  care  and  other  basic  needs  which  would  be 
even  minimally  acceptable  to  our  own  families.  An- 
swering that  the  poor  could  find  jobs  and  improve  their 
own  access  to  such  care  overlooks  two  basic  flaws: 
the  systems  make  this  virtually  impossible,  and  God 
demands  concern  for  the  less  advantaged  anyway. 

Everyone’s  Question 

Some  doctors  responded  to  these  points  by  com- 
paring their  good  works  to  those  of  non-physicians. 
“Who  are  you,”  one  physician  wrote  me,  “to  chastize 
doctors  when  you  probably  don’t  do  anything  for  the 
poor  yourself?” 

He  made  a good  point.  Every  person  — whether 
salesman,  lawyer,  corporate  executive,  medical  man- 
agement consultant,  housewife  or  physician  — faces 
the  same  questions.  In  response  to  that  letter  writer,  I 
am  heavily  involved  in  an  inner  city,  church-based 

continued  on  page  36 


* While  the  comments  are  in  relation  to  the  Christian  and  Jewish  religions,  it  is 
believed  that  the  same  concerns  are  held  in  the  world’s  other  major  religions.  And 
even  atheists  should  recognize  society's  needs  as  a matter  of  general  personal  morality. 

t See,  for  instance,  “Rich  Christians  in  an  Age  of  Hunger,"  by  Ronald  J.  Sider. 
Inter-Varsity  Press,  Downers  Grove.  IL,  1984. 
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Physician’s  Responsibilities 

continued  from  page  34 

health  center’s  operations.  Other  non-physicians  I know 
expend  far  greater  efforts  for  “worthy  projects”  than 
do  I.  And  many  people  are  oblivious  to  the  whole 
issue. 

Some  of  us  non-physicians  are  envious  of  doctors 
in  this  regard.  Physicians  have  the  privilage  of  being 
able  to  provide  direct,  “hands  on”  service  to  needy 
people;  others’  training  allows  them  only  to  help  or- 
ganize, finance  and,  at  best,  manage  the  efforts.  Would 
that  we  could  operate  on  a blind  woman  so  she  can 
see  again  on  a Project  Hope  third-world  venture  or 
help  an  impoverished  Indian  reservation  improve  its 
infant  mortality  rate. 

The  physician  thus  faces  the  same  spiritual  question 
that  may  puzzle  non-doctors,  but  the  physician  has  a 
special  opportunity  to  answer  it.  The  “good  works” 
in  private  medical  practice  may  be  “enough”  to  satisfy 
his  or  her  social  and  religious  obligations  — or  they 
may  be  insufficient. 


What  to  Do? 

Some  doctors  have  answered  these  concerns  head- 
on.  They  committed  themselves  during  their  training 
to  serve  the  poor,  recognizing  that  health  is  a basic 
need  which  they  can  help  provide  in  service  to  God. 
These  mostly  young  doctors  made  this  “total  com- 
mitment” right  after  residency,  accepting  a reduced 
life  style  before  they  experienced  their  peers’  afflu- 
ence. 

The  Executive  Director  of  the  Christian  Community 
Health  Fellowship,  located  in  Philadelphia,  reports  that 
the  odds  of  someone’s  leaving  normal  practice  patterns 
for  a “total  commitment”  are  virtually  nil.  A few 
doctors  have,  however,  taken  half-steps.  In  Denver, 
Colorado,  a successful  two-doctor  suburban  practice 
opened  a second  office  in  the  inner  city.  One  partner 
gives  60%  of  his  time  to  the  low-income  site  and  40% 
to  the  affluent  office. 

In  Pennsylvania,  two  successful  family  practitioners 
are  expressing  their  Mennonite  faith  three  days  a week 
in  Philadelphia  — 75  miles  away  from  their  homes 

continued  on  page  39 
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herpes  labialis 
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“HERPECIN-L  is  my  treatment  of  choice  for  ■ 

perioral  herpes.”  GP,  NY  \ 

“HERPECIN-L  appears  to  actually  prevent  the  | 

blisters  . . . used  soon  enough.”  DOS,  MN  \ 


HeRPecin-L® 


“HERPECIN-L'^.  . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 

HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L  f 

averted  the  attacks.”  MD,  AK  > 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 

your  own  clinical  evaluation,  write:  Campbell  Laboratories,  i 

Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 

10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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Sometiiiies 
you  just  can’t 
operate 
alone* 
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When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
thelace  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 


1 

□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name 


For  more  information,  contact  your  street 

county  or  state  medical  societies,  or  call 

the  AMA  collect  at  312'751-6196.  Or  oty state Zip 

return  the  coupon  below  to  your  state 

or  county  medical  society.  county 


Leave  your  markon  life 


\bu  don’t  ha\'e  to  move  mountains  to 
make  a difference  on  this  earth.  Or  he  a 
Michelangelo  to  leaxe  your  mark  on  it. 

Lea\  ing  even  the  smallest  legacy  to  the 
America!!  Cancer  Society  can  help!  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Societ\’  in 
your  will,  you’ll  be  lea\'ing  a loving  and 


lasting  imp!ression  on  life. 

^bu  see,  cancer  is  heatable.  The  survi\  al 
rate  for  all  cancers  is  already  approaching 
^0%  in  the  Ldiited  States.  | 

\bu’ll  he  gi\  ing  a gift  AAAERIOXN 
of  life  to  the  future.  And  V CANCER 
gi\  ing  life  is  the  greatest  1 SOQETY® 
wa\’  of  lea\’ing  your  mark  on  it. 


inrru  .'m  ( .men  Sonrt\.  4 WrsT  SSth  Sln  rl.  \c\\  ^o^k.  1000!. 


I'(»r  ?]inrr  intorm.iTKMi,  i all  \<uir  local  \C  S I niT  or  \\  nt<-  to  the  A' 


Physician’s  Responsibilities 
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and  practices.  In  an  extremely  underprivileged  inner 
city  area,  they  make  house  calls,  broadly  counsel  pa- 
tients and  steer  them  to  pastoral  help  as  requested. 

Other  Approaches 

Most  of  you  may  be  unable  to  commit  so  heavily 
as  these  doctors.  But  there  are  still  many  opportunities. 

One  younger  physician  wrote  in  reply  to  my  news- 
letter challenge.  He  is  still  building  his  specialty  prac- 
tice — barely  breaking  even  — while  saddled  with 
debts.  Though  he  feels  he  must  jealously  guard  his 
“paying  patient”  time,  he  said  this: 

“However,  I am  going  to  try  to  institute  a program 
through  local  churches  and  relief  programs  whereby 
my  office  can  see  one  referred  medically  indigent  pa- 
tient per  day  in  this  coming  year.  Thus,  this  could  be 
just  under  300  people  served  at  reduced  rates  or  gratis. 
The  tough  question  to  answer  is  whether  even  that  is 
enough.” 

The  wonderful  thing  about  this  young  doctor  is  that 
he  is  going  to  actively  seek  out  the  needy  patients. 
This  is  a significant  difference  from  staying  in  one’s 
regular  work  environment,  with  its  physical  and  emo- 
tional comforts,  providing  whatever  service  to  whom- 
ever comes  along. 

Perhaps  you,  too,  might  consider  taking  your  skills 
to  people  who  cannot  otherwise  find  you  or  do  not 
even  know  your  help  is  available.  Maybe  the  sense  of 
greater  obligation  leads  you  to  offer  yourself  in  a role 
different  from  the  all-consuming  one  you  usually  play. 

Another  physician  wrote  that  he  and  several  like- 
minded  physician  friends  in  their  late  40s  and  early 
50s  are  talking  about  putting  together  a medical  venture 
for  the  poor.  They  would  take  themselves  to  the  peo- 
ple, not  sit  back  and  wait  for  the  people  to  find  them. 

The  needs  and  your  opportunities  extend  throughout 
the  world.  Though  much  can  be  done  in  America’s 
ghettoes,  the  abject  disadvantages  in  India,  Africa  and 
parts  of  Central  America  are  even  more  compelling. 
Contributing  a few  weeks  or  a sabbatical  absence  to 
such  service  agencies  as  Project  Hope  or  the  Luke 
Society  can  be  extremely  helpful.  As  one  doctor  who 
has  participated  in  a number  of  them  wrote: 

“Those  physicians  who  do  voluntary  community 
service,  whether  in  their  own  locality  or  on  an  inter- 
national basis,  find  that  their  satisfaction  with  their 
work  and  with  life  increases,  their  self-esteem  in- 
creases; and  those  who  involve  their  families  in  this 
work  find  that  their  family  relationships  are  nurtured.  ” 

Facing  the  Question 

A minister  said  this  about  medical  doctors: 

“The  knowledge  they  have  and  the  talents  given 


them  are  things  that  they  have  been  given  by  God. 
They  owe  much  to  Him  and  need  to  return  much.” 

Complaints  about  the  medical  profession’s  changed 
circumstances  — including  the  malpractice  climate, 
government  regulation  and  big  business’  influence  — 
fail  to  change  this  basic,  underlying  reality. 

Just  as  everyone  else,  each  physician  should  face 
the  question.  Is  he  or  she  doing  “enough”  to  satisfy 
the  spiritual  concerns  that,  though  generally  sub- 
merged from  critical  thought,  must  present  themselves 
occasionally  during  one’s  life?  Physicians  have  the 
privilege  — and  the  obligation  — to  answer  it  more 
directly  and  with  greater  potential  satisfaction  than 
other  people. 

What  about  you?  Are  you  willing  to  ask  if  you  are 
really  conducting  your  life  — and  your  medical  talent 
— as  your  God  would  expect?  And  if  you  ask,  how 
will  you  answer  the  question  and  act  upon  it?  0 


Physicians 


mumUORDER? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguard^MBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 


834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 


€>  Wilmer  Service  Line  1984 


* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 
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I nib  bpdue  cururiuuiea  as  a puDiic  service. 


K yc^jre  woirfed  about  cancer,  r^nember  this. 

lei^yer  you  are,  if  you  want 
to  us  about  cancer,  call  p, 
jl^’re  here  to  help  you.  ^ 
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^CANCER 
f SOCIETY’ 


2,500,000  people  fighting  cancer. 


I.C.  System 
caa  help 
heal  the 
doctor/patient 
relationship. 


I.C.  System  am  help  mend  the  break  between  you  and  patients  who 
owe  you  money.  We  have  proven  time  and  again  that  it  can  be  done 
without  jeopardizing  your  relationship  with  a patient.  We  bring  in 
past-due  accounts,  but  without  taking  any  action  that  will  tarnish  your 
professional  standing  in  the  community. 

In  short,  we,  too,  arc  professionals. 

Fill  out  this  card  and  mail  it  " 11“ 

to  find  out  how 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


Niune  (Firm)  

Address  

(aty State Zip 

Signed 

Title 
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WHY YOU 

SHOULD 

MAKEA 

CORPORATE 

CONTRIOU- 

TIOHTO 

THE  AD 

COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  v(/orld.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,052,000,  which  makes  its 
advertising  programs  one  of  America's 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Serv'ice  of  This  Magazine 
& The  Advertising  Council. 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


Adefisnse 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy’  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  w'hole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  low-er  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  healthy. 


No  one  faces 

cancer  alone. 

AAAERICAN  CANCER  SOOETY® 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to;  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


EMERGENCY  MEDICINE:  Our  expanding  Emergency  Depart- 
ment Group  seeks  additional  full-  or  part-time  physicians  for  a 
major  hospital  (50,000  visits  annually).  Compensation  is  com- 
petitive; applicants  should  be  BC/BE  in  a primary  care  specialty 
or  have  comparable  experience.  ACLS/ATLS  preferred.  Reply 
with  CV  to  Medical  Director,  Huntsville  Emergency  Medical  As- 
sociates, Huntsville  Hospital,  101  Sivley  Rd.,  Huntsville  AL 
35801. 


MEDSTAT  — Discover  why  we  are  the  most  respected  physician 
staffing  service  in  the  East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or  work  as  our  staff 
physician.  Call  US  800-833-3465  (NC  800-672-5770);  or  write 
MEDSTAT,  Inc.,  P.O.  Box  15538,  Durham,  NC  27704. 


ALABAMA;  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Cheree  Richards.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


GEORGIA,  SOUTH;  Staff  positions  available  for  Emergency  Phy- 
sicians in  ER’s  ranging  from  5,000  to  25,000  visits  per  year. 
Hospitals  are  located  in  family  oriented  towns  and  range  in  size 
from  50  to  170  beds.  Good  nursing  and  staff  support  on  a flexible 
12  or  24-hour  shift  schedule.  Full-time  packages  available  at 
$100,000  plus  per  annum,  with  professional  liability  insurance 
procured  on  your  behalf.  Easy  access  to  coastal  recreation.  Part- 
time  opportunities  also  available.  Call  Mike  McCoy,  Coastal 
Emergency  Services,  Inc.,  519  Pleasant  Home  Rd.,  Dept.  SF,  Ste. 
C-1,  Augusta,  GA  30907;  collect  404-868-0185. 


VA  MEDICAL  CENTER,  MONTGOMERY  — Offers  “moon- 
lighting opportunities”  for  residents  and  general  practitioners.  Please 
contact  Chief  of  Staff,  VAMC,  Perry  Hill  Road,  Montgomery 
AL  36193,  (205)  272-4670. 


EXCELLENT  TEXAS  OPPORTUNITIES  IN  CARDIOLOGY, 
ENT,  FAMILY  PRACTICE,  GENERAL  SURGERY,  INTER- 
NAL MEDICINE,  OB/GYN,  ONCOLOGY,  ORTHOPEDIC 
SURGERY,  UROLOGY,  VASCULAR  SURGERY,  INDUS- 
TRIAL MEDICINE.  Excellent  quality  of  life,  first  year  guarantee, 
etc.  Reply  with  C/V  or  call,  Armando  L.  Frezza,  Medical  Support 
Services,  8806  Balcones  Club  Dr.,  Austin,  TX  78750;  512-331- 
4164. 


INTERNIST  — To  join  growing,  progressive,  north  Alabama 
group.  Guarantee  salary,  flexible  schedule,  full  partnership.  Send 
C.V.  to  P.O.  Box  5294,  Decatur,  AL  35601 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 
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This  space  contributed  as  a public  service. 


YESrIWREIS 

UFEAFnR 
BREAST  CANCER. 

AND  THATS  THE 
WHOIE  POINV’ 


-Ann  Jillian 


A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 

Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  1 found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


^AAAERIOXN  CANCER  SOQETY* 

^ Get  a checkup.  Life  is  worth  it. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD. 
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Mrs.  Lamar  Thomas 
A-MASA  President 


Aaron  Lopez,  M.D.,  1800-1873 


Dr.  Aaron  Lopez  was  one  of  the  founders  of  the 
Medical  Association  of  the  State  of  Alabama  in 
1847  and  was  elected  Vice-President  of  the  American 
Medical  Association  in  1850. 

He  was  the  great,  great  grandfather  of  my  husband, 
E.  Lamar  Thomas,  Orthopedic  Surgeon  in  Birming- 
ham. The  information  in  this  article  was  compiled 
through  family  history,  the  archives  at  MSMA  and  a 
paper  presented  by  the  late  Dr.  Emmett  B.  Carmichael 
to  the  Alabama  Academy  of  Science  in  1965. 

Dr.  Lopez  was  bom  in  1800  in  Charleston,  South 
Carolina.  He  received  his  M.D.  degree  from  the  Col- 
lege of  Physicians  and  Surgeons  of  Columbia  Uni- 
versity , New  Y ork  City  in  1 822  returning  to  Charleston 
to  practice.  Around  1840  Dr.  Lopez  moved  to  Mobile 
where  he  became  a highly  respected  member  of  the 
local  practitioners. 


When  the  Medical  Association  of  the  State  of  Al- 
abama was  organized  December  1,  1847  in  Mobile, 
Dr.  Lopez  was  appointed  chairman  and  served  as  pres- 
ident the  following  year. 

The  Association  early  interested  itself  in  the  estab- 
lishment of  an  asylum  for  the  insane  of  the  State.  Dr. 
Lopez,  chairman  of  the  Committee  was  delegated  to 
memorialize  the  Legislature  on  the  subject  and  re- 
ported in  1851  to  the  Association  that  the  matter  was 
likely  to  receive  action  in  the  General  Assembly  then 
in  session.  The  hospital  was  authorized  February  6 
1852. 

Dr.  Lopez  also  served  on  the  following  committees: 
a.  Committee  to  Publish  the  Annual  Transactions;  b. 
Medical  Education  and  c.  Code  of  Medical  Ethics. 

He  served  as  a delegate  to  the  American  Medical 
Association  for  several  years.  His  many  committee 
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reports  and  motions  before  the  MSMA  and  the  AMA 
serve  to  show  that  he  not  only  had  organization  ability 
but  that  he  knew  how  to  express  himself  in  a clear 
style. 

It  seems  that  Dr.  Lopez  suffered  a stroke  in  the  late 
1860’s  and  was  forced  to  discontinue  his  practice, 
moving  to  Memphis  to  live  with  his  son.  He  died  in 
1873. 

The  following  excerpts  are  taken  from  the  lengthy 
Annual  Oration  delivered  by  Dr.  Lopez  to  the  Medical 
Association  meeting  in  1854.  He  verbalized  the  con- 
cern of  the  Association  to  standardize  medical  cre- 
dentials and  to  protect  the  public  from  unqualified 
practitioners: 

“Fellows  of  the  Association:  The  theme  I have  se- 
lected, in  obedience  to  your  call,  is.  The  mutual  re- 
lations that  should  exist  between  the  representatives 
of  a commonwealth  and  its  medical  men. 

“I  come,  then,  to  join  in  bonds  of  holy  wedlock  the 
sciences  of  Medicine  and  Legislation.  The  People’s 
safety  is  the  highest  law,  ...  I seek  to  bring  together 
the  people  and  their  lawgivers.  ...  I desire  to  unite 
to  the  labors  of  medical  men,  devoted  to  the  physical 
preservation  of  the  State,  the  earnest  and  effective 
cooperation  of  the  people’s  agents,  in  order  that  the 
State  may  reap  the  benefit  of  her  subjects.  . . . 

“The  progress  of  SCIENCE,  and  consequently  of 
TRUTH,  cannot  fail  to  impress  the  reasoning  man  with 
the  conviction,  that  degenerating  influences  are  re- 
flected upon  the  intellectual  integrity  of  communities, 
accordingly  as  their  physical  organization  improves 
or  deteriorates.  . . . Medical  history  . . . causes  to 
show  how  necessary  it  has  become  to  legislate  by  acts 
that  ‘grasp  beyond  a grain,  and  look  beyond  an 
hour.’  . . . 

“Ask  yourselves,  whether  it  be  prudent  or  wise  to 
adopt  a policy  that  retards  their  advancement,  dis- 
courages their  efforts,  and  represses  the  spirit  that 
should  prompt  them,  rather  than  throw  your  buckler 
between  them  and  sinister  influences,  deeply  calcu- 
lated to  operate  as  fatally  upon  yourselves  and  your 
constituents,  as  upon  a Profession  whose  object  is  ex- 
alted, and  whose  utility  is  unquestioned.  . . . 

“But  figures  and  statistics  verify  my  statements. 
They  prove  that  in  proportion  as  a provident  legislation 
invests  qualified  persons  with  all  things  pertaining  to 
sanitary  and  hygienic  regulations  ...  so  far  will  it 
accomplish  its  highest  duty,  and  so  much  will  it  en- 
hance the  obligation  under  which  it  lays  its  citi- 
zens. . . . 

“It  is  time  for  men  who  aspire  to  guide  the  councils 
of  a State,  to  aspire  also  to  a knowledge  of  what  is 
passing  around  them;  to  raise  themselves  upon  the  table 
land  of  discovery,  and  look  around  upon  the  ground- 
work and  superstructures  which  Science  has  been 
erecting,  and  to  see,  amid  the  proudest  and  most  hon- 
orable of  its  successful  servants,  the  MEDICAL 


PROFESSION,  hand  in  hand  with  every  virtue  and 
every  progress  that  can  adorn  and  dignify  the  human 
character.  . . . 

“Associations  spread  themselves  from  the  metrop- 
olis to  the  counties;  laws  ethical  and  educational  usurp 
the  place  of  wild  and  speculative  empyricism.  . . . 

“The  history  of  past  years,  both  in  this  State  and 
others,  . . . point  out  the  mode  and  measure  of  redress. 

. . . Respect  and  confidence  will  henceforth  be  com- 
manded, not  sought.  The  public  eye  must  throw  off 
the  beam,  and  public  judgment  be  aroused  to  a just 
appreciation  of  men  engaged  in  their  great  work  of 
MEDICAL  REFORM.  . . . 

“The  quack  and  the  nostrum  vender  have  no  busi- 
ness within  the  same  area  with  the  man  of  science,  for, 
like  the  fig-tree  of  the  parable,  ‘he  cumbereth  the 
ground.’  . . . 

“We  meet  biennially  under  the  vigilant  eye  of  the 
State,  in  order,  that  its  agents  may  learn  to  distinguish 
between  the  true  and  the  false  — that  they  may  check 
the  error  of  a mistaken  policy  — when  their  too  liberal 
construction  of  equal  rights  would  prompt  them  to 
legalize  men,  whom  neither  study,  acquirements  nor 
science  can  direct,  and  who  really  seek  to  tamper  with 
the  most  vital  interests  of  the  State.  . . . 

“MEDICAL  REFORM  is  passing  its  watchword 
across  the  broad  waves  of  the  Atlantic,  and  in  every 
town  and  hamlet  of  our  own  country  . . . whose  only 
aim  is  to  ennoble  and  instruct,  and  to  raise  the  lives 
of  our  fellow  beings  beyond  the  reach  of  the  common 
murderer.  . . . 

“The  State  may  be  willing  ...  to  conform  to  the 
call  of  duty,  but  she  must  likewise  be  permitted  to 
exercise  this  high  prerogative  according  to  the  lights 
before  her.  . . . 

“.  . .no  physician  dare  avow  himself  indifferent 
to  the  spirit  that  pervades  his  professional  atmo- 
sphere. ... 

“To  your  keeping,  then,  my  young  brethren,  we 
consign  the  future  destiny  of  Alabama’s  medical  char- 
acter. Cherish  and  protect  it  in  TRUTH,  HONOR  and 
FIDELITY”  □ ' 
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See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 


% Reduction  in  Somatic  Symptoms^ 


1 Vomiting 

n 

1 Nausea 

1 Headache 

1 Anorexia  I 

Constipation  | 

• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 
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See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner—  62  % of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami 
triptylineJ 

In  moderate 
depression 
and  anxiety 
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Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt)  v[V^ 
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tablet  contains  10  mg  chlordiazepoxide  and 
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Our  SimdMied  Employee 
Penskm  Plan  lets  you  add 
toyour  retiremmt  and 
lower  vour 1987 taxes. 
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First  Alabama’s  Simplified  Employee  Pension 
(SEP)  provides  you  with  an  additional 
deduction  for  your  1987  taxes.  It’s  simply  a 
better  way  for  you  to  provide  retirement 
benefits  and  shelter  income  at  the  same 
time— whether  you  are  self-employed  or 
your  business  is  a sole  proprietorship,  a 
partnership  or  a corporation,  our  SEP plan 
combines  the  tax  advantages  of  a retirement 
plan  with  the  simplicity  of 
an  IRA. 

Employers  and 
employees  benefit. 

Our  SEP  plan  allows  you  to 
build  a generous  retirement 
fund  for  yourself  and  your 
employees.  You  can  con- 
tribute up  to  15%  of  each 
employee’s  earnings  with 
a maximum  of  $3U,000 
for  each  employee 
through  a SEP  plan. 

In  addition,  you  and 
your  employees  can 
contribute  an  addi- 
tional $2,000  each 
to  an  IRA. 

Business  tax 
advantage. 

Our  SEP  plan  gives  you  more  than 
retirement  benefits.  It  gives  a self-employed 

Each  depositor  insured  up  to  $100, 000  by  the  Federal  Deposit  Insurance  Clorporation. 


person  or  your  business  a big  tax  advantage. 
All  SEP  contributions  to  your  own  account 
and  to  your  employees  are  fully  deductible 
with  tax-deferred  earnings. 

No  IRS  Reporting. 

Our  SEP  plan  requires  no  IRS  reports,  min- 
imum documentation,  and  it’s  easy  to 
administer.  You  have  until  April  15  to  set 
up  a SEP  plan  for  1987.  But  don’t  wait  that 
long.  Our  SEP  plan  can  start  making  your 
Ians  simpler  and  better  ri^t  now. 
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ions expressed  by  contributors. 
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given:  Name  of  author,  title  of  article,  name  of 
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Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
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furnished  upon  request  by  MASA  Services.  Com- 
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P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
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You’ve 
heard 
the  bad 
news,  now 
hear  the  good 
news.  More  than  half 
of  all  cancer  patients  are  cured. 

And  today,  successful  cancer  treatment 
doesn’t  necessarily  mean  a long  stay  in  the 
hospital  or  an  end  to  everything  that  made 
life  worth  living. 

The  physicians  and  staff  at  St.  Vincent’s 
Cancer  Center  provide  the  highest  level 
of  cancer  treatment  available. 

St.  Vincent’s  offers  some  of  the  most  in- 
novative forms  of  treatment  in  the  United 


States, 
including 
chemo- 
therapy, 
radiation 

therapy,  immuno- 
therapy and  surgery. 

In  fact,  from  early  diagnosis  through 
treatment,  St.  Vincent’s  Cancer  Center 
offers  the  full  spectrum  of  comprehensive 
cancer  care. 

So  if  you’ve  faced  up  to  the  fact  that 
you  have  cancer,  the  worst  may  be  over. 
Because  now,  more 
than  ever,  cancer  is 
something  you  can 
live  with. 


OK,  YOmfE  GOT 
CANCER.  NOW  LET  US 
SHOW  YOU  HOWTO 
LIVE  WITH  IT. 


St.ViiTC&t^ 

l-bspital 

^701  Ninth  Court  South 
Birmingham.  AL  35205 
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R'eedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION 

EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X 

X 

X 

OXYCODONE 

XX 

XX 

XX 

XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93,  588-96. 

♦ Vicodin  offers;  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
oif  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  S mg.  (Warning;  May  be  habit 
forming)  with  acetaminophen  SOO  mg. 

The  original  hydrocodone  analgesic 


Specify  “Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


May  be  habit 


hydrocodone  bitartrate  5 mg.  (Warning 
forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence:  VICODIN*  issubjecttothe  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increas^  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  ora  preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  tatients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incicJence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals ) In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 

1 Hopkinson  JH  III:  Curr  Ther  Res  24:  503-516,  1978 

2 Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981 
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S.  Lon  Conner 
Executive  Director,  MASA 


F-15s  and  Medicare 


A major  reason  the  axe  keeps  falling  on  Medicare 
is  that  the  price  of  an  F-15  fighter  is  now  $39 
million.  It  is  said  to  be  a fine  state-of-the-art  craft  and 
I am  sure  its  deployment  enhances  the  security  of  the 
nation. 

Just  a couple  of  years  ago,  the  price  was  about  $26 
million.  But  nothing  parallels  the  inflationary  sky- 
rocketing in  military  procurement.  It’s  not  ordinary 
hammers,  toilet  seats,  and  coffee  pots  costing  hundreds 
of  dollars  that  explain  how  we  have  spent  something 
like  $1.6  trillion  on  defense  in  the  last  seven  years  — 
all  of  those  are  chicken  feed.  What  runs  up  the  bill 
are  sophisticated  weapon  systems  like  the  F-15. 

Like  most  Americans,  I want  a powerful  nation. 
Moreover,  I have  no  real  understanding  of  the  relative 
merits  of,  say,  100  B-1  bombers  compared  with  the 
dollar  equivalent  in  MX  missiles. 

Although  some  scientists  say  that  the  Star  Wars 
program  is  hopelessly  visionary  and  diverts  vast  boo- 
dles of  money  that  could  be  more  effectively  spent  on 
conventional  forces,  1 do  not  believe  there  are  many 
of  us  competent  to  judge  who  is  right. 

So  it  is  a debate  that  most  of  us  simply  cannot  enter 
intelligently.  I suspect  there  is  an  awful  lot  of  waste 
and  overcharging  going  on  in  defense  spending,  but  1 


don’t  know  that.  All  I know  is  that  the  Department  of 
Defense  has  increased  its  personnel  strength  these  last 
few  years  to  the  point  that  it  is  now  about  the  size  of 
all  other  agencies  of  government  combined.  That’s  a 
lot  of  folks,  many  of  them  drawing  large  salaries  for 
their  indispensable  technical  acumen. 

Additionally,  just  over  the  line  in  the  private  sector 
of  the  defense  industry  there  are  now  some  3,000,000 
civilian  employees  who  are,  for  all  practical  purposes, 
working  for  the  government  too.  They  are  the  people 
who  work  directly  with  the  Department  of  Defense  on 
contracts,  production  schedules,  quality  control,  costs, 
etc.  Every  weapons  systems  must  include  their  salaries 
too  in  the  mark-up.  I would  prefer  not  to  know  how 
many  of  them  is  included  in  the  cost  of  one  F-15. 

The  point  is  that  we  are  now  well  along  in  a period 
of  diverting  money  from  butter  to  guns.  Medicare  is 
a butter  item,  a major  one.  It  gets  axed,  but  the  defense 
contractors  must  be  paid  for  the  F-15.  The  health  care 
profession,  in  all  its  roots  and  branches,  is  subject  to 
constant,  searching  criticism  of  cost  increases  that  are 
relatively  trivial  compared  to  those  in  the  defense  in- 
dustry. 

Weapon  makers  may  occasionally  be  embarrassed 
when  the  General  Accounting  Office  finds  it  charges 
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the  Army  $800  for  a hammer  or  the  Navy  $1,200  for 
a toilet  seat,  but  by  and  large  it  escapes  the  same  kind 
of  constant,  scathing  criticism  that  is  systematically 
directed  at  physicians  and  hospitals.  I think  the  ex- 
planation lies  in  the  remoteness  of  weapons  and  their 
other-worldly  mystery  compared  with  the  proximity 
of  health  care. 

Few  critics  would  be  so  bold  as  to  say  an  F- 1 5 should 
cost  only  $30  million,  for  example,  but  those  same 
critics  have  no  hesitancy  at  all  to  charge  that  a surgical 
procedure  costs  twice  as  much  as  it  should. 

They  know  they  can  get  by  with  that  because  most 
citizens  have  had  some  experience  with  medical  costs 
in  recent  years,  while  they  have  had  no  occasion  at 
all  to  compare  the  price,  or  relative  merits,  of  an 
F-15  with  an  F-16.  Most  of  us  are  quite  willing  to  let 
military  experts  be  the  judge  of  weapons  and  their  price 
tags.  But  that  same  forbearance  is  not  transferred  to 
medical  care:  everyone  is  an  instant  expert  on  the  ex- 
orbitant costs  of  getting  sick. 

Many  Americans  well  remember  what  last-week’s 
critic  of  health  care  costs  said  but  almost  none  of  them 
can  remember  the  warning  of  inflated  military  costs 
given  to  us  by  none  other  than  the  last  General  we  had 
in  the  White  House,  Dwight  D.  Eisenhower. 

When  he  left  office,  this  career  military  man  warned 
the  country  to  beware  of  the  “military-industrial  com- 
plex.” If  anyone  other  than  a military  hero  had  said 
that,  he  would  have  been  denounced  as  subversive. 
But  here  was  one  of  the  most  beloved,  astute  and 
courageous  military  men  in  our  history  warning  us  of 
the  excesses  in  the  profession  of  arms.  This  same  hero 
said  even  earlier,  in  1956,  that  the  nation  must  learn 
to  strike  a balance,  as  he  put  it,  between  ‘ ‘the  minimum 
requirements  in  costly  implements  of  war  and  the  health 
of  our  economy.” 

In  that  little  rumination  Ike  went  on  to  give  what 
can  only  be  regarded  as  good  advice  to  the  President 
who  takes  office  next  January,  whoever  that  might  be: 

“.  . . . Someday  [Ike  said  in  1956]  there  is  going 
to  be  a man  sitting  at  my  present  chair  who  has  not 
been  raised  in  the  military  services  and  who  will  have 
little  understanding  of  where  slashes  in  their  estimates 
can  be  made  with  little  or  no  damage.  If  that  should 
happen  while  we  still  have  the  state  of  tension  that 
now  exists,  I shudder  to  think  of  what  could  happen 
to  this  country.” 

The  next  President,  the  pundits  are  saying,  will  be 
Hoover  II.  That  is  to  say,  he  will  preside  over  a tow- 
ering deficit  and  a $2  trillion  debt  that  was  simply 
unimaginable  a few  years  ago.  He  will  be  met  with 
demands  from  all  sides  to  provide  more  wherewithal 
to  health  care,  to  education,  to  housing,  to  “rebuilding 
the  infrastructure  of  the  nation,”  more  billions  for  the 
superconductor  super-collider,  more  to  the  strategic 
defense  initiative,  more  to  the  nation’s  space  program, 
money  to  bail  out  agriculture  again,  strengthen  the 


banks  — and  so  on,  the  list  is  endless.  All  this,  of 
course,  must  be  provided  without  new  taxes,  or  only 
minimal  ones. 

As  a people,  we  must  decide  what  it  is  we  must 
have  and  are  willing  to  pay  for.  We  can’t  have  every- 
thing. By  any  estimate,  austerity  lies  ahead.  We  can’t 
have  endless  streams  of  F-15s  rolling  out  of  the  fac- 
tories unless  we  provide  the  means  to  pay  for  them. 

We  can’t  have  all  the  expensive  technology  of  modem 
medicine  unless  we  are  willing  to  pay  for  it. 

And  we  must  make  some  choices  that  we  have  been 
avoiding  at  least  since  the  Vietnam  War  — we  must 
agree  on  Ike’s  reasonable  balance  between  “costly 
implements  of  war  and  the  health  of  our  economy.” 

This  country,  once  the  greatest  creditor  nation  on 
earth,  is  now  the  greatest  debtor  nation.  We  are  in 
hock  up  to  the  dome  of  the  nation’s  capitol. 

We  can  no  longer  continue  charging  it  to  future 
generations.  If  the  international  markets  have  told  us 
anything  in  the  last  year,  it  is  that  America’s  credit  is  i 
being  downgraded  and  our  creditors  are  getting  very, 
very  antsy.  With  justification. 

Every  day  we  hear  of  various  groups  beating  the 
dmms  for  their  favorite  “national  crisis.”  It  will  take 
billions,  they  say,  to  get  the  homeless  off  the  streets 
but  we  must  do  it.  Others  say  that  for  a few  paltry  tens 
of  billions,  we  can  answer  some  other  pet  need.  Every- 
one has  great  ideas  for  expenditures.  Almost  nobody 
has  any  ideas  about  revenues. 

I agree  with  Senator  Hollins  when  he  said  at  the 
time  of  the  passage  of  the  Gramm-Rudman-Hollins  act 
“I  want  a lot  of  things  for  the  country  that  people  are 
demanding  too.  But  I want  to  pay  for  them.”  People 
don’t  want  to  hear  that. 

We  have  simply  reached  a point  in  our  national 
history  when  all  the  demands  on  limited  resources  must 
be  decided  on  the  basis  of  each  one’s  priority  when 
balanced  against  all  the  other  demands.  And  the  de- 
cision must  be  made,  with  national  agreement,  to  pay 
$X  in  more  taxes  for  each  item. 

Just  ahead  are  some  bloody  pitched  battles  over 
national  priorities.  Is  saving  the  family  farm,  for  ex- 
ample, more  in  the  national  interest  than  a new  wing 
of  F-15s?  Not  even  Solomon  himself  would  have 
wanted  to  adjudicate  that  one.  0 i 
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MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Imaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner — the  most  advanced  MRI  unit  on  the  market — has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-5100 

for  MRI  information  or  appointments. 


• C.T.  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RADIOLOGY 

The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/ Referrals  250 *6830 
1 -SOO-SyS-BABI  Toll  Free 


NORWOOD  CONIC 

1528  North  26th  Street  • Birmingham  • Alabama  • 35234 
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PAGE 


Carl  A.  Grate,  Jr.,  M.D. 
President,  MASA 


Riding  the  Whirlwind 


One  of  the  ways  that  you  can  tell  that  you  are  getting 
older  is  when  you  begin  to  sit  around  with  other 
people  your  age  and  talk  about  the  good  old  days. 

I have  not  quite  reached  that  time  in  life  yet,  but  I 
do  a lot  of  reminiscing  and  still  wonder  if  the  good 
old  days  were  really  good  old  days.  Certainly,  if  I had 
to  take  everything  that  went  on  30  years  ago  in  place 
of  what  is  going  on  today,  I don’t  think  I would  want 
to  make  the  trade.  During  my  time  in  medicine  there 
have  been  a lot  of  changes,  but  I would  have  to  say 
that  most  of  them  have  been  good,  though  far  from 
100%. 

Two  of  the  biggest  areas  of  change  have  been  in  the 
amount  of  medical  care  that  is  delivered  and  how  that 
care  is  paid  for.  Thirty  years  ago  there  was  a very 
close  relationship  between  these  two  things;  this  re- 
lationship continues  today.  Just  as  a gas  will  expand 
to  occupy  whatever  space  is  available  to  it,  medical 
care  will  expand  to  consume  all  the  dollars  that  are 
available  to  it.  When  I started  out,  medical  care  was 
relatively  cheap,  $2  to  $4  for  an  office  call,  $4  to  $5 
for  a house  call,  etc. 

Most  people  did  not  have  very  much  money.  They 
paid  for  their  medical  care  directly  out  of  their  own 
pockets.  As  a consequence,  over  all,  people  didn’t 
receive  a lot  in  the  way  of  medical  care.  The  rich 


received  more  than  the  poor  and  there  wasn’t  too  much 
of  a problem  with  overcrowding  in  hospitals.  There 
were  not  enough  people  who  could  afford  to  fill  them 
up. 

As  change  came  about,  we  could  do  more  and  more 
for  people,  certainly  things  that  were  unheard  of  30 
years  ago.  As  these  became  available  people  began  to 
demand  more  and  more  in  the  way  of  medical  care. 
We  in  medicine  were  only  too  glad  to  provide  it.  Now- 
adays we  would  not  dream  of  letting  an  injury  go  un- 
x-rayed. Who  would  have  the  courage  to  send  a gentle- 
man with  chest  pain  home  from  the  emergency  room 
without  at  least  doing  an  electrocardiogram?  So  as 
medical  science  has  expanded  so  has  the  demand  on 
the  talents  and  skills  of  physicians  as  well  as  medical 
care  facilities. 

The  other  big  change  that  took  place  in  this  time 
was  in  how  medical  care  was  paid  for.  In  the  1950s 
a lot  of  patients  paid  for  their  medical  care  in  cash.  It 
was  common  to  collect  for  most  office  visits  in  cash. 
And  on  the  last  day  of  hospitalization  a patient  fre- 
quently would  ask  how  much  he  owed,  reach  into  his 
left  hip  pocket  and  pay  you  right  here  on  the  spot. 

Now  most  medical  is  paid  for  by  a third  party.  This 
has  somewhat  changed  the  economic  constraints  on  sup- 
ply and  demand  in  the  field  of  medicine.  When  some- 
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one  else  is  paying,  the  prevailing  attitude  is,  “Let’s 
take  all  we  can  get.”  Everyone  was  riding  fat  and 
happy  for  awhile  on  the  crest  of  an  economic  boom 
in  medicine.  The  patients  couldn’t  get  too  much.  They 
wanted  the  best  of  everything  for  themselves  and  for 
their  families.  We  providers  sure  didn’t  care.  We  had 
never  had  it  so  good.  Most  of  our  bills  were  being 
paid  and  people  were  demanding  more  care  all  of  the 
time. 

After  a few  years  it  became  apparent  that  this  was 
a very  expensive  way  of  doing  business.  People  began 
to  talk  about  bringing  about  a change  in  the  delivery 
of  health  care.  They  began  to  talk  about  more  eco- 
nomical ways  of  delivering  health  care.  So  HMOs, 
PPOs,  IPAs,  etc.,  came  into  existence. 

On  the  federal  scene  it  became  apparent  that  we 
needed  to  start  paying  for  what  we  were  getting.  That 
is,  in  the  past  U.S.  citizens  had  been  paying  only  75% 
for  every  dollar  of  health  care  delivered  and  then  all 
of  a sudden  they  decided  that  this  had  to  stop.  So 
regulation  after  regulation  has  been  created  both  on 
the  private  sector  and  by  the  agencies  of  federal  and 
state  governments. 

What  has  become  apparent  from  all  of  these  regu- 
lations though  is  that  not  only  are  they  designed  to 
make  health  care  more  cost  effective  but  it  has  also 
the  effect  of  rationing  health  care. 

One  thing  that  has  become  very  very  apparent  from 
all  of  this  is  that  the  American  people  want  the  best 
of  medical  care.  If  we  are  sick,  or  if  our  loved  ones 
are  sick,  or  even  someone  we  know  well  is  sick  — 
we  want  the  best,  don’t  spare  anything. 

The  other  thing  that  is  readily  apparent  is  that  there 
is  no  limit  to  what  medical  science  will  be  able  to  do 
in  the  future.  The  thing  that  has  not  been  decided  is 
how  much  medical  care  we  are  willing  to  pay  for. 

Many  politicians,  including  our  present  President, 
have  been  ever  too  eager  to  advocate  expanding  med- 
ical benefits  to  the  American  people.  However,  none 
of  them  have  been  willing  to  see  that  the  sytem  is 
adequately  financed.  Though  Mr.  Reagan  termed  cat- 
astrophic health  insurance  the  last  full  measure,  I am 
sure  the  person  who  comes  after  him  will  find  another 
measure  someplace. 

Now  what  is  the  point  of  all  this?  Certainly  I have 
not  told  any  of  you  anything  that  you  did  not  already 
know.  The  point  is  that  there  have  been  changes  during 
the  last  few  years.  Most  of  them  have  not  been  to  the 
liking  of  most  physicians  in  private  practice. 

These  changes  have  not  solved  anything.  What  we 
have  to  look  forward  to  is  more  changes  in  the  future. 
And  1 don’t  think  that  they  will  be  long  in  coming. 
There  has  never  been  a time  when  we  needed  to  be 
together  more.  There  has  never  been  a time  when 
medicine  needed  to  speak  in  one  voice.  It  is  our  only 
hope  to  have  any  input  to  what  the  future  might  bring. 

One  of  the  reasons  organized  medicine  has  been  so 


ineffective  in  the  past  is  that  often  we  get  too  busy 
fighting  among  ourselves  and  not  supporting  the  or- 
ganizations that  would  represent  us.  Then  we  get  run 
over  by  some  third  party.  How  can  the  American  Med- 
ical Association  represent  us  if  only  50%  of  the  doctors 
belong?  How  can  the  Medical  Association  of  the  State 
of  Alabama  represent  you  if  less  than  20%  attend  the 
annual  meetings  or  take  any  part  in  the  policies  and 
the  positions  of  the  Medical  Association? 

Almost  two  years  ago  HCFA  authorized  Harvard 
University  to  make  a study  and  to  come  up  with  a 
relative  value  index.  The  American  Medical  Associ- 
ation asked  to  be  a part  and  to  have  input  into  this 
study.  This  relative  value  index  is  due  to  be  completed 
this  summer.  Some  type  of  report  should  be  considered 
in  June  at  the  annual  meeting  of  the  American  Medical 
Association  Meeting  in  Chicago. 

Now,  there  is  no  way  anyone  is  going  to  come  up 
with  the  relative  value  index  that  is  going  to  make 
everybody  happy.  So  it  is  going  to  be  hard  for  the 
delegates  to  that  meeting  in  June  to  come  away  with 
any  decisive  action.  I am  afraid  that  what  will  happen 
is  that  we  will  end  up  with  a big  fight  among  ourselves 
and  come  away  more  divided  than  ever.  So  while  we 
spend  the  next  year  or  year  and  a half  fighting  among 
ourselves,  HCFA  will  either  adopt  this  relative  value 
index  or  one  of  their  own  or  some  other  method  of 
payment  and  we  will  be  left  without  any  input  at  all. 

Again,  back  to  the  point:  The  only  way  that  doctors 
can  have  any  input  into  the  future  changes  that  come 
about  is  to  have  strong  organizations,  both  state  and 
national.  We  must  speak  clearly  and  with  one  voice. 
We  must  be  positive  about  what  direction  we  want 
medicine  to  go  not  only  for  our  benefit  but  for  the 
benefit  of  our  patients.  We  can’t  sit  around  and  fuss 
about  what  is  happening  and  what  other  people  are 
doing  to  us  and  expect  it  to  change.  We  can’t  stonewall 
it  and  hope  to  maintain  the  status  quo  and  hope  to 
prevail.  (I  think  that  non-participating  physicians  in 
Medicare  have  found  this  out.) 

So  saddle  up,  and  get  ready  for  a long,  rough  ride. 
But  participate.  Take  part  in  your  county  medical  so- 
ciety. Elect  your  delegates  to  the  State  Medical  As- 
sociation and  see  that  they  go  and  participate.  Also, 
see  that  they  represent  you  there  and  pass  on  to  the 
leadership  of  the  Medical  Association  your  concerns 
and  feelings. 

Join  the  AMA  and  take  an  interest  in  what  is  going 
on  and  instruct  your  delegation  as  to  what  you  want 
on  the  national  scene.  Things  are  bound  to  change, 
but  we  ought  to  have  our  say  as  they  do.  0 
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Abstract 

Two  hundred  and  forty-six  presumably 
healthy  young  men  (male  dental  students)  were 
studied  over  a three-day  period  in  terms  of 
change  in  weight  as  measured  by  the  Body 
Mass  Index  (BMI)  following  dietary  altera- 
tions. The  evidence  convincingly  shows  that 
the  only  dietary  changes  which  netted  an  al- 
teration in  body  weight  were  the  elimination 
of  refined  carbohydrate  foods  (producing  a loss 
of  weight)  and  an  increase  in  refined  carbo- 
hydrate foodstuffs  (netting  of  weight  gain). 


Introduction 

An  earlier  study'  indicated  that,  under  reasonably 
controlled  conditions,  one  could  significantly 
modify  weight  by  changing  refined  carbohydrate  in- 
take. Specifically,  the  elimination  of  such  foods  netted 
an  approximate  1 .2  pounds  loss  within  thee  days.  Con- 
versely, the  addition  of  sucrose  and  glucose  increased 
body  weight  0.4  and  0.8  pounds  respectively. 

This  report  is  designed  to  reexamine  these  same  data 
in  the  light  of  one  commonly-used  height/weight  ratios 
(BMI)  in  contrast  to  the  earlier  report  which  dealt  with 
absolute  weight. 


Method  of  Investigation 

Two  hundred  and  forty-six  presumably  healthy  jun- 
ior dental  students  participated  in  this  research/teach- 
ing program  which  extended  over  a six-year  period. 
On  Monday  of  a week,  at  approximately  10:00  A.M., 
each  student  underwent  a general  and  oral  examina- 
tion, electrocardiography,  a battery  of  biochemical, 
hematologic  and  urinary  tests.  Immediately  after  the 
examination,  the  sample  was  divided  into  a series  of 
therapeutic  subsets  (Table  1). 

In  the  first  study,  group  1 (40  subjects)  was  in- 
structed to  avoid,  to  the  extent  possible,  all  refined 
carbohydrate  foods.  The  following  year,  group  2 was 
examined  and  subdivided  into  group  2a  (n  = 22)  and 
provided  with  a standard,  over-the-counter  multivi- 
tamin-trace mineral  tablet  on  a daily  basis;  group  2b 
(n  = 22)  was  given  an  indistinguishable  (lactose)  pla- 
cebo. The  next  year,  group  3 was  also  divided  into 
group  3a  (n  = 22)  provided  with  a 40-gram  amino  acid 
supplement;  group  3b  (n  = 22)  an  indistinguishable 
(methylcellulose)  placebo.  The  following  year,  group 
4 was  divided  into  subsets  with  4a  (n=  18)  receiving 
a 40-gram  tripe  flour  supplement  while  group  4b 
(n  = 19)  was  provided  with  an  indistinguishable  (meth- 
ylcellulose) placebo.  During  the  next  academic  year, 
group  5 was  separated  into  5a  (n  = 23)  given  a 50- 
gram  sucrose  dring  twice  daily  while  5b  (n=  16)  re- 
ceived nothing.  In  the  next  school  year,  group  6a 
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(n  = 21)  was  provided  with  a 75-gram  glucose  drink 
thrice  daily;  the  21  subjects  in  group  6b  were  given 
an  artifically  sweetened  drink  indistinguishable  from 
the  glucose  solution. 

On  Friday  of  the  same  week,  each  student  underwent 
the  same  examination  provided  three  days  earlier  by 
the  same  examiner  with  no  knowledge  of  the  earlier 
findings. 

This  unusual  experimental  design  provided  a sin- 
gular opportunity  to  observe  the  clinical,  physiologic, 
anthropometric,  and  biochemical  effects  of  different 
diets  in  young  and  presumably  healthy  students  during 
a three-day  study. 

This  particular  report  deals  exclusively  with  changes 
in  weight  as  calculated  from  body  mass  index  (weight 
expressed  in  kilograms  divided  by  height  squared  in 
meters). 

Results 

Table  summarizes  the  changes  in  body  mass  index 
with  different  therapeutic  regimes.  Listed  are  the  eleven 
subsets,  the  body  mass  index  initially  and  at  the  end 
of  the  experiment  as  well  as  the  difference.  Also  in- 
cluded are  the  significance  of  the  differences  of  the 
means^  and  the  variances.^ 

Several  points  deserve  special  consideration.  Firstly, 
it  is  clear  from  Table  2 that  there  are  statistically  sig- 
nificant differences  in  only  three  of  the  subsets  and  it 
is  noteworthy  that  in  all  instances  the  dietary  change 
consisted  of  refined  carbohydrate  foodstuffs.  Specif- 
ically, the  statistically  significant  differences  are  shown 
in  groups  1,  5a,  and  6a.  Secondly,  it  is  clear  from 
Table  2 that,  in  only  one  instance,  is  there  a statistically 
significant  decline  in  weight.  This  is  shown  by  a body 
mass  index  reduction  of  —0.170  which  proved  to  be 
statistically  significant  (t  = 5.200,  p<0.001).  Thirdly, 
the  only  two  other  significant  changes  consisted  of  an 
increase  in  weight  (groups  5a  and  6a).  Actually,  in 
both  instances,  there  was  a statistically  significant  in- 
crease in  weight  as  shown  by  differences  of  -1-0.070 
(t  = 2.457,  p<0.05)  and  +0.104  (t  = 3.048,  p<0.01). 

Discussion 

It  is  noteworthy  that  the  overall  greatest  change  in 
body  mass  index  was  demonstrated  in  the  category 
(group  1)  characterized  by  the  elimination  of  refined 
carbohydrate  foods.  It  is  noteworthy  also  that  the  group 
provided  with  the  lesser  refined  carbohydrate  supple- 
ment show  the  lesser  increase  in  body  weight.  Spe- 
cifically this  will  be  noted  by  +0.070  and  +0. 104  in 
groups  5a  and  6a  respectively. 

Additionally,  the  evidence  is  clear  that  the  obser- 
vations in  this  experiment  with  body  mass  index  follow 
precisely  early  reports  with  changes  in  absolute  weight' 
and  the  ponderal  index. 


Summary  and  Conclusions 

The  information  derived  in  this  report  from  a study 
of  body  mass  index  (BMI)  confirms  the  observations 
earlier  in  studies  with  absolute  weight  and  ponderal 
index  (PI).  Specifically,  in  young  and  presumably 
healthy  (and  ostensibly  not  overweight)  dental  stu- 
dents, the  elimination  of  refined  carbohydrate  foods 
nets  a statisically  significant  reduction  in  absolute 
weight,  in  body  mass  index  (BMI)  and  in  ponderal 
index  (PI).  Conversely,  the  addition  of  refined  car- 
bohydrate foodstuffs  under  carefully  controlled  con- 
ditions nets  an  increased  in  body  mass  index  (BMI) 
and  absolute  weight  and  a decrease  in  ponderal  index 
(PI).  0 
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Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a surv'ey*  conducted  by  the 
American  Cancer  Sociem,  many  people 
would  like  to  receiv'e  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  .cure 
rate  could  be  as  high  trs  ^S%,  with  early 
detecticMi  and  appropriate  management. 

For  asymptomatic  persons  the  Sociem 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  SO  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  hve  years, 
following  rvv'o  initial  annual  negative 
sigmoidoscopies. 

We  re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  1 leadquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
cc^lorectal  cancer. 


AAAERICTXN 
CANCER 
f SOCIETY® 


* "Cancer  of  the  Colon  and  Rectum:  Summarv-  of  Public 
Attitude  Survey,"  Ca  33:3S9-36S,  1983  (Nov.-Dee  ). 


(arafate* 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo, 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  IS  1 gmfourtimesa 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712,  Issued  3/84 
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Specialized  ulcer  therapy 

When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.^-^ 


Declining  gastric  secretion  and  age^ 


Age  Group 


CARAFATE""  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions-an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


Parafate* 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 
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Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 

Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 

DIET...EXERCISE... 

HunnMi 

human  insulin 
[recombinant  DNA  origin] 


lumultn 


Humulin  I Humulin  I 


Humulin  R 


Litty  Leadership 

IN  DIABETES  CARE 


For  your  insulin-using  patients 
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Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


First  hundreds... 


Then  thousands... 


Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessnnent  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


PHYSICIANS^ 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  oppKDttunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
ACHAUENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS,THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOUU  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WONT  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  ofworries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessivepaperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  andtoworkwithateamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  T alk  to  your  local  Army 
Medical  Department  Counselor  for 
moreinformation. 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  930-9719 


Excessive  Weight  Gain  and 
Pregnancy  Outcome 

William  J.  Crump,  M.D.* 


Abstract 

Excessive  prenatal  weight  gain  has  been  as- 
sociated with  adverse  perinatal  outcome  when 
studied  in  urban  referral  center  populations. 
This  study  reports  the  outcome  of  148  preg- 
nancies showing  weight  gain  exceeding  35 
pounds  in  a population  managed  in  a network 
of  small  community  hospitals.  When  compared 
to  those  pregnancies  of  normal  weight  gain, 
primiparas  had  an  increased  frequency  of  hy- 
pertension, macrosomia,  and  primary  cesar- 
ean section,  and  multiparas  showed  an  in- 
crease in  labor  augmentation.  Previously 
reported  complications  of  diabetes,  labor  ab- 
normalities, and  assisted  deliveries  were  not 
found  to  be  increased  in  this  relatively  unse- 
lected population. 


Twenty  years  ago,  it  was  common  to  have  physi- 
cians recommend  dietary  restriction  during  preg- 
nancy.' Since  that  time,  it  has  become  apparent  that 
higher  pregnancy  weight  gain  is  associated  with  lower 


•Associate  Professor  of  Family  Medicine,  University  of  Alabama  in  Huntsville, 
School  of  Primary  Medical  Care.  201  Governor’s  Drive,  Huntsville,  Alabama  35801. 


likelihood  of  a low  birth  weight  (LBW)  infant.^  In  an 
effort  to  avoid  the  risk  of  neonatal  morbidity  and  mor- 
tality associated  with  LBW  delivery,  physicians  have 
subsequently  advised  liberal  caloric  intake.  The  result 
has  been  that  in  some  populations,  the  average  weight 
gain  is  now  33  pounds.^ 

Recent  evidence  has  focused  on  the  clearly  obese 
patient  who  weighs  more  than  200  lb  before  or  during 
pregnancy.  These  women  have  an  increase  risk  of  ges- 
tational diabetes'*  and  both  acute  toxemia  and  chronic 
hypertension.^'®  There  is  controversy  over  whether 
obesity  alone  is  associated  with  an  increased  incidence 
of  labor  abnormalities,’  but  if  the  infant  is  over  4000g, 
this  risk  is  clear.*  Maternal  obesity  is  an  recognized 
risk  factor  for  macrosomia,  and  these  infants  are  sub- 
ject to  shoulder  dystocia  and  birth  trauma.^  The  infant 
of  an  obese  mother  may  also  show  hypoglycemia  in 
the  first  few  hours  of  life,  although  this  is  usually 
asymptomatic.'® 

Studies  have  also  emphasized  the  prepregant  weight 
as  an  important  determinant  of  pregnancy  outcome. 
Optimal  weight  gain  for  the  woman  with  normal  pre- 
pregnant weight  is  around  20  pounds,  and  the  over- 
weight woman  has  the  best  outcome  at  a 16  pound 
weight  gain.  While  the  underweight  woman  is  advised 
to  gain  30  pounds,  there  is  a definite  increase  in  per- 
inatal mortality  rate  with  weight  gain  of  more  than  32 

continued  on  page  20 
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Excessive  Weight  Gain 

continued  from  page  19 

pounds,  regardless  of  the  prepregnant  weight."  If  a 
woman  gains  more  than  35%  of  her  prepregnant  weight, 
there  is  an  increased  incidence  of  hypertension  and  a 
higher  rate  of  oxytocin  use,  assisted  delivery,  and  ce- 
sarean section.  In  multiparas,  there  is  also  a longer 
second  stage. ^ 

These  previous  studies  included  highly  selected  pa- 
tient populations,  often  seen  in  an  urban  referral  center. 
Whether  the  conclusions  of  these  types  of  studies  can 
be  generalized  to  patients  cared  for  in  small  community 
hospitals  has  been  questioned  recently.*^’  "■  " The  pur- 
pose of  this  study  was  to  compare  the  outcome  of 
pregnancies  with  more  than  a 35  pound  weight  gain 
with  those  of  normal  weight  gain,  in  a population 
managed  in  a network  of  small  community  hospitals. 

Methods 

The  data  were  collected  as  part  of  the  data  base  of 
the  Alabama  Perinatal  Outcome  Project  (APOP).  This 
network  included  seven  sites,  with  a mean  of  65  beds 
per  hospital,  with  an  average  of  214  deliveries  per 
year.  No  site  had  a staff  neonatologist  and  one  had  a 
staff  obstetrician.  All  fourteen  participating  physicians 
were  family  physicians,  and  all  personally  performed 
cesearean  sections  when  required.  Careful  complete- 
ness, reliability,  and  validity  measures  were  applied 
to  each  site.  The  network  is  representation  of  small 
hospital  obstetrical  care  statewide,  and  complete  meth- 
odology has  been  described  previously.'^ 

All  deliveries  attended  by  the  participants  during 
1985  and  1986  were  included  in  the  data  base.  At  the 
time  of  delivery,  the  attending  physician  designated 
the  gestational  weight  gain  as  <20  pounds,  20-35 
pounds,  or  >35  pounds.  No  data  on  prepregnancy 
weight  was  obtained.  All  other  data  base  elements  were 
provided  on  the  same  data  collection  form.  All  patients 
received  continuous  electronic  fetal  monitoring,  and 
all  other  management  decisions  were  left  to  the  dis- 
cretion of  the  attending  physician.  Labor  abnormalities 
were  classified  as  described  by  Freidman,'^  and  as- 
sisted delivery  included  forceps  or  vacuum  extraction 
for  any  indication.  FHR  abnormality  included  recur- 
rent variable  or  late  decelerations,  baseline  tachycardia 
(>160  BPM)  or  bradycardia  (<  120),  poor  beat-to-beat 
variability,  or  any  prolonged  deceleration  greater  than 
two  minutes  duration.  Fetal  scalp  ph  determinations 
were  not  routinely  performed  in  any  participating  hos- 
pital. 

Hypertension  was  classified  as  toxemia,  chronic  hy- 
pertension, or  toxemia  super-imposed  on  chronic  hy- 
pertension. Diabetes  included  all  classes  of  glucose 
intolerance,  and  75%  of  participants  included  a glucose 
screen  as  part  of  their  routine  prenatal  care.  Categorical 
variables  were  compared  using  the  Chi-square  meth- 
ods, and  means  were  assessed  with  the  T-tests. 


TABLE  1 


Population  Description 


(N  = 750) 
20-35  lbs 

NO  (%) 

(N  = 148) 
>35  lbs 

NO  (%) 

P 

Primipara 

Diabetes 

Post  dates 
Hypertension 
Occiput  Posterior 

Gestational  Age 
(Wks) 

341(45.5) 
4(0.5) 
48(6.4) 
48(6.4) 
80(10.7) 
Mean  + SD 
39.9  -1-  1.5 

87(58.8) 
2(1.4) 
16(10.8) 
25(16.9) 
20(13.5) 
Mean  + SD 
40.2  + 1.3 

<.01 

NS 

.08 

<.001 

NS 

NS 

TABLE  2 

Labor  Variables 

(N  = 750) 
20-35  lbs 

NO  (%) 

(N  = 148) 
>35  lbs 

NO  (%) 

P 

Amniotomy 
Induction 
Augmentation 
Abnormal  Labor 

405(54.0) 

57(7.6) 

72(9.6) 

192(25.6) 

74(50.0) 

15(10.1) 

25(16.9) 

34(23.0) 

NS 

NS 

<.05 

NS 

TABLE  3 

Analgesia/Anesthesia 

(N  = 741) 
20-35  lbs 

NO  (%) 

(N  = 147) 
>35  lbs 

NO  (%) 

P 

Meperidine 

Local 

Pudendal 

Epidural 

150(20.2) 

240(32.4) 

149(20.1) 

83(11.2) 

36(24.5) 

49(33.3) 

31(21.1) 

20(13.6) 

NS 

NS 

NS 

NS 

TABLE  4 

Delivery  Variables 

(N  = 750) 
20-35  lbs 

NO  (%) 

(N  = 148) 
>35  lbs 

NO  (%) 

P 

Episiotomy 

Assisted  Delivery 
Primary  C-Section 

442(58.9) 

106(14.1) 

80(10.7) 

94(63.5) 

24(16.2) 

30(20.3) 

NS 

NS 

<.005 

continued  on  page  25 
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Expect  TOUR 

NEXT  PATIENT  ON 
INDERAE  LATO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80, 120, 160  mg 


Please  see  brief  summary  of  prescribing  informalion. 


Phnnicelarnol: 

ARCY  GRIFFITH  AL: 
AISYTRINA  NADIA  f. 
NGELA  WILSON  HIL I 
ILLIE  ORLANDO  BAI’ 

ENE  SUE  OSWALD  C 
ELENA  EVELYN  BRA  , 
ERRYTURNERPAGEC 
IfFREY  BREWSTER 
OBLERAE  KIRBY  IRE  X 
ROOKE  LUCAS  ELLEfJ 
ECIL  SUZANNA  THOM/ 
AMERONHASKELDON 
ANCY  ROCKWELL  FREL 
^NIA  AMELIA  LUCY  PENi 
PENCER  BURGESS  NATK 
ARAH  LIONELTYSON  SEE 
/ARFIELD  JASPER  CORET 


. WAHHfcN  FbHHfS CAStr. V HOMAWA  . 

lON  JOSEPH  BRGDiECHANNi^  DARLENEDANiLL3Y„^ 
MAURA  INGRID  TRUMAN  KENLEV  HOLMES  HAS ' C HE 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAl^  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  IS  theiT  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INOERAL<*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg.  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60.  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  lor  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARQ(AC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  r^laced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
h^atic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  In  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  Infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rilampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia:  congestive  heart  failure:  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations: vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura, 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switch^  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

flYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Excessive  Weight  Gain 

continued  from  page  20 

Results 

Of  the  total  sample,  97  (9.7%)  gained  <20,  750 
(75.4%)  gained  20-35  pounds,  and  148  (14.9)  gained 
>35  pounds.  This  analysis  included  only  the  latter  two 
groups.  The  groups  were  of  similar  gestational  age, 
with  a preponderance  of  primiparas  in  the  high  weight 
gain  category,  as  shown  in  Table  1.  Post  dates  preg- 
nancies demonstrated  a non-significant  trend  towards 
an  increase  in  the  high  weight  gain  group.  Diabetes 
of  any  class  was  a very  low  frequency  finding,  and 
hypertensive  disorders  were  significantly  increased  in 
the  high  weight  gain  group.  Further  analysis  revealed 
that  this  difference  was  confined  to  toxemia,  with  no 
significant  difference  noted  in  chronic  hypertension  or 
combined  acute  and  chronic  hypertension. 

The  pertinent  labor  variables  are  summarized  in  Ta- 
ble 2,  showing  only  a significant  increase  in  oxytocin 
augmentation  in  the  high  weight  gain  group.  When 
multiparas  were  analyzed  separately,  there  was  also 
no  difference  in  labor  abnormalities,  including  pro- 
traction or  arrest  of  dilatation  and  protraction  or  arrest 
of  descent.  Table  3 lists  the  choices  of  pain  relief  for 
labor  and  delivery,  with  no  significant  difference  noted. 

The  delivery  variables  are  shown  in  Table  4,  with 
the  marked  increase  in  primary  cesarean  section  ap- 
parent in  the  high  weight  gain  group.  The  infant  out- 
come variables  summarized  in  Table  5 show  the  clear 
increase  in  macrosomic  infants  in  the  high  weight  gain 
group. 

When  groups  were  stratified  by  parity,  the  increase 
in  augmentation  was  significant  only  in  multiparas, 
and  the  differences  in  hypertension,  primary  cesarean 
section,  and  macrosomia  was  found  only  in  primi- 
paras, as  shown  in  Table  6.  No  new  variables  became 
significant  in  this  secondary  analysis.  The  apparent 
paradox  that  primiparas  had  more  C-sections  and  i a- 
crosomic  infants  without  an  increase  in  FHR  abnor- 
malities or  abnormal  labor  was  also  addressed  in  fur- 
ther analysis.  While  there  was  no  trend  in  labor 
abnormalities  in  multiparas,  the  heavier  weight  gain 
primparas  did  show  an  increase  in  second  stage  ab- 
normalities that  was  significant  at  the  p<.  10  level.  Of 
the  27  primipara  C-sections,  8 had  an  arrest  of  dila- 
tation and  10  had  an  arrest  of  descent.  It  is  possible 
that  in  a larger  study  these  abnormalities  of  labor  in 
primiparas  would  have  reached  significance  at  the 
p<.05  level. 

Discussion 

In  this  population  of  relatively  unselected  patients 
managed  in  small  community  hospitals,  pregnancy 
weight  gains  exceeding  35  pounds  were  associated 
with  increased  augmentation  in  multiparas,  and  an  in- 
crease in  hypertension,  infant  macrosomia,  and  pri- 
mary cesarean  section  in  primiparas.  The  generaliza- 


TABLE  5 

Infant  Outcome  Variables 


(N  = 734) 

20-35  lbs 
NO  (%) 

(N  = 144) 
>35  lbs 

NO  (%) 

P 

FHR  Abnormality 

80(10.9) 

20(13.9) 

NS 

Meconium  Staining 

38(5.2) 

9(6.3) 

NS 

Wt  <2500g 

34(4.6) 

3(2.1) 

NS 

Wt  >4500g 

9(1.2) 

7(4.9) 

<.01 

1 Min  APGAR  <7 

62(8.4) 

13(9.0) 

NS 

5 Min  APGAR  <7 

24(3.3) 

3(2.1) 

NS 

TABLE  6 

Subgroup  Comparison 


(N  = 898) 

(N  = 475) 

(N  = 423) 

Total 

Multips 

Primips 

Group 

Only 

Only 

P 

P 

P 

Hypertension 

<.001 

>.10 

<.001 

Augmentation 

<.05 

<.05 

NS 

Primary 

<.005 

>.10 

<.005 

C-Section 

Wt  >4500  g 

<.01 

>.10 

<.05 

bility  of  these  data  is  enhanced  by  the  composition  of 
the  study  population,  but  the  validity  for  some  vari- 
ables is  limited  by  the  variation  in  definitions.  Standard 
definitions  of  diabetes  and  hypertension  were  presum- 
ably used,  but  these  were  not  specified  prior  to  data 
collection.  However,  the  significant  differences  noted 
were  in  variables  with  clear  end-points,  and  the  criteria 
for  labor  abnormalities  were  established  and  printed 
on  the  data  collection  form. 

A further  limitation  of  this  analysis  is  the  lack  of 
data  on  prepregnant  weight  and  height.  The  prepreg- 
nant weight  will  often  be  missing  in  healthy  women 
who  do  not  seek  prenatal  care  early.  Height  measure- 
ments are  infrequently  done,  making  precise  body  pro- 
portion calculations  impractical.  The  clinician’s  esti- 
mate of  net  weight  gain  used  in  this  study  is  most 
commonly  based  on  the  prenatal  records,  which  would 
underestimate  the  actual  weight  gain  is  most  circum- 
stances. This  would  identify  a clear  high  risk  group 
gaining  more  than  35  pounds,  and  misclassify  some 
potential  high  risk  patients  in  the  normal  group.  This 
decrease  in  sensitivity  is  balanced  by  an  increase  in 
specificity,  which  can  be  viewed  as  an  advantage  to 
the  clinician. 

The  difference  in  diabetes  noted  previously  in  more 
selected  populations  can  not  be  addressed  in  this  study 
because  of  the  low  incidence  in  the  study  population. 
The  increase  in  toxemia  is  similar  to  previous  reports, 

continued  on  page  26 
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but  no  increase  in  chronic  hypertension  was  found. 
Cause  and  effect  is  difficult  to  ascertain  in  this  situ- 
ation, as  it  is  not  uncommon  for  a toxemic  patient  to 
gain  4-6  lb  in  the  last  fews  weeks  of  pregnancy.  This 
would  falsely  classify  a patient  who  had  gained  in  the 
range  of  30  lb  prior  to  the  acute  onset  of  edema. 

The  increase  in  macrosomia  reported  previously  was 
demonstrated  in  this  study  group  also,  but  only  the 
primiparas  showed  this  difference.  Even  using  the  lower 
threshold  of  4000g  sometimes  used  in  the  literature, 
the  difference  in  multiparas  was  not  significant.  There 
was  no  measure  of  birth  trauma  includes  in  the  data 
base.  There  was  a trend  towards  a small  increase  in 
second  stage  abnormalities  in  primiparas,  but  none  in 
multiparas  as  previously  reported. 

The  results  of  this  study  suggest  that  excessive  weight 
gain  was  a risk  factor  in  this  unselected  population. 
However,  this  risk  is  limited  to  hypertension,  macro- 
somia, and  increased  primary  C-section  in  primiparas, 
and  the  potential  hazards  of  labor  augmentation  in 
multiparas. 
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Hyperthermia  in  the  Treatment 

of  Cancer 

John  A.  Pinkston,  M.D.* 


Abstract 

Hyperthermia  — the  elevation  of  tempera- 
ture above  normal  levels  — is  emerging  as  a 
useful  modality  in  the  treatment  of  cancer,  with 
progress  being  made  both  technologically  and 
in  defining  clinical  indications  for  its  use. 

Irradiation  in  vitro  of  cells  which  have  been 
heated  to  temperatures  of  42-43°  C produces 
an  enhanced  cell  kill  compared  with  irradia- 
tion alone.  The  cellular  mechanisms  involve 
damage  at  multiple  levels,  including  mem- 
branes, nucleus,  and  cytoplasm.  Solid  tumors 
are  also  heat  sensitive  due  to  the  defective  mi- 
crovasculature  of  the  tumor. 

Various  methods  are  used  to  produce  hy- 
perthermia at  therapeutic  levels.  Local,  su- 
perficial heating  is  accomplished  by  externally 
applied  applicators  or  interstitial  probes  in- 
serted into  tumor  tissue.  Regional  hyperther- 
mia of  extremity  lesions  or  for  deep-seated  ab- 
dominal and  pelvic  tumors  is  accomplished 
using  externally  applied  devices  or  perfusion 
techniques.  Most  methods  use  ultrasound  or 
electromagnetic  radiation  at  microwave  fre- 


* Director,  Department  of  Radiation  Therapy  and  Clinical  Hyperthermia  Unit, 
Gordon  L.  Ross  Cwcer  Center,  Baptist  Medical  Center  Princeton,  801  Princeton 
Avenue  SW,  Birmingham,  AL  35211.  Clinical  Associate  Professor  of  Radiation 
Oncology,  University  of  Alabama,  Birmingham, 


quency  or  radiofrequency  to  produce  heat.  De- 
vices suitable  for  use  in  radiation  therapy  de- 
partments have  been  approved  by  the  U.S. 
Food  and  Drug  Administration  and  are  com- 
mercially available. 

Clinical  studies  indicate  that  in  selected  cases, 
the  combination  of  hyperthermia  to  radio- 
therapy can  produce  improvement  in  response 
rates.  Some  studies  have  demonstrated  an  ap- 
proximate doubling  of  the  complete  response 
rate  in  superficial  tumors.  For  heating  of  deep- 
seated  pelvic  and  abdominal  tumors,  studies 
have  shown  promise,  but  technical  problems 
remain  with  effective  delivery  of  heat  and  its 
accurate  measurement.  Whole  body  hyper- 
thermia is  also  under  investigation. 

Current  indications  for  hyperthermia  are 
mostly  limited  to'  its  combined  use  with  radio- 
therapy in  the  treatment  of  superflcial  tumors 
that  have  recurred  following  conventional 
therapy.  Examples  are  masses  of  lymph  nodes 
in  the  neck  from  head  and  neck  cancer,  and 
chest  wall  recurrences  following  treatment  for 
cancer  of  the  breast.  Use  of  hyperthermia  with 
conventional  therapies  to  improve  outcomes 
remains  investigational,  but  shows  considera- 
ble promise. 


continued  on  page  28 


March  1988  / 27 


Cancer 

continued  from  page  27 

Introduction 

Hyperthermia  — the  elevation  of  temperature  above 
normal  levels  — is  emerging  as  a useful  mo- 
dality in  the  treatment  of  malignant  diseases.  Labo- 
ratory research  has  provided  a rational  foundation  for 
its  use,  and  clinical  studies  have  shown  that  partial 
and  complete  tumor  responses  are  possible.  Its  greatest 
value  currently  lies  in  its  combination  with  radiation 
therapy,  although  optimism  exists  for  its  future  use 
with  chemotherapy  as  well.  Hyperthermia  is  becoming 
more  available  in  community  hospitals.  The  purpose 
of  this  report  is  to  briefly  review  the  current  status  of 
hyperthermia,  and  to  outline  some  of  the  indications 
for  its  use. 

Historical  Perspective 

Although  heat  for  the  treatment  of  diseases  in  hu- 
mans has  been  applied  in  various  forms  for  centuries, 
interest  in  its  use  for  the  treatment  of  cancer  was  first 
recorded  in  the  medical  literature  in  the  middle  of  the 
19th  century,'  in  which  the  disappearance  of  a sarcoma 
following  high  fever  in  a patient  with  erysipelas  was 
described.  Around  the  turn  of  the  century,  Coley^'* 
induced  fever  in  cancer  patients  by  the  administration 
of  pyrogenic  bacterial  toxins.  Several  of  the  patients 
improved,  and  these  early  results  stimulated  continued 
interest  in  heat  as  a form  of  cancer  therapy.  In  1935, 
Warren^  reported  the  results  of  using  whole  body  hy- 
perthermia in  32  patients  with  advanced  cancers.  Pa- 
tients’ temperatures  were  elevated  using  a combination 
of  diathermy  and  light  bulbs  in  a heating  cabinet.  Al- 
though no  cures  resulted,  he  believed  that  improve- 
ment had  occurred  in  many  of  the  patients,  with  vary- 
ing degrees  of  shrinkage  of  the  tumors.  He  encouraged 
further  research  in  hyperthermia. 

Subsequent  laboratory  experiments  showed  that  heat 
alone  or  in  combination  with  radiotherapy  could  result 
in  control  of  transplanted  tumors  in  mice.®-’  While 
advances  were  made  in  radiation  therapy  and  chem- 
otherapy, progress  in  the  use  of  hyperthermia  was  ham- 
pered by  the  slow  development  of  adequate  technology 
for  heat  delivery  and  measurement.  With  the  advent 
in  the  last  2-3  decades  of  improved  technology,  along 
with  advances  in  tumor  and  radiation  biology,  a sci- 
entific basis  for  hyperthermia  has  emerged.  This,  cou- 
pled with  increasing  evidence  from  clinical  studies  of 
potential  benefit  to  patients,  has  led  to  renewed  interest 
in  hyperthermia  alone  and  in  combination  with  radio- 
therapy and  chemotherapy.  Historical  reviews  of  the 
early  clinical  use  of  hyperthermia  are  available.*  '' 

Biologic  Rationale 

Extensive  laboratory  research  has  provided  a firm 
biological  basis  for  the  use  of  heat  in  cancer  therapy. 


Cellular  studies  in  vitro  have  shown  that  hyperthermia 
kills  cells  exponentially  as  a function  of  time  at  tem- 
peratures above  42  ° C.*  Cells  are  most  sensitive  during 
the  DNA  synthetic  phase  of  the  cell  cycle,'®  and  hy- 
perthermia selectively  kills  relatively  radioresistant  hy- 
poxic and  nutritionally  deprived  cells  at  low  pH,  such 
as  tumor  cells  often  found  in  or  near  necrotic  areas  of 
tumors."  '^  These  characteristics  make  hyperthermia 
complementary  to  radiotherapy,  which  is  most  effec- 
tive during  the  mitotic  phase  of  the  cell  cycle,  and 
against  cells  which  are  well  oxygenated  and  at  normal 
pH.  Hyperthermia  has  also  been  shown  to  interact 
synergistically  with  ionizing  radiation'*  and  with  cer- 
tain chemotherapeutic  drugs.''*  In  addition  to  these  in 
vitro  cellular  studies,  tumor  cytotoxicity®-  '*  and  radio- 
sensitization'®- by  hyperthermia  has  been  docu- 
mented in  vivo  in  laboratory  animals,  and  pet  animals 
have  been  treated  using  heat  alone  and  in  combination 
with  radiotherapy.'*- 

The  mechanisms  by  which  heat  exerts  its  effects  at 
the  cellular  level  appear  to  involve  both  the  cellular 
membranes*®  and  nucleus.*'  Heat  markedly  affects  cell 
membranes,  influencing  transport  of  molecules  into 
the  cell  and  impairing  the  function  of  cytoplasmic  or- 
ganelles, such  as  lysosomes  and  mitochondria.  Fol- 
lowing heat  exposure,  there  is  a large  increase  in  the 
amount  of  nonhistone  nuclear  protein,  which  is  thought 
to  adversely  affect  DNA  supercoiling  and  restrict  ac- 
cess to  DNA  of  DNA-active  enzymes.  The  level  of 
cell  kill  is  positively  correlated  with  the  amount  of 
these  accumulated  proteins.  DNA  synthesis  is  inhib- 
ited for  several  hours  after  heat  exposure,  and  studies 
have  shown  interference  with  replicon  initiation  and 
DNA  chain  elongation. 

Physiological  properties  of  tumors,  such  as  aberrant 
tumor  vasculature,  also  influence  the  response  to 
heat.**-  **  The  normal  physiological  response  to  heat 
results  in  increased  blood  flow  to  dissipate  the  heat 
stress.  In  some  tumors,  the  vasculature  is  deficient 
when  compared  to  the  normal  vasculature  of  surround- 
ing tissues.  This,  coupled  with  the  lack  of  effective 
thermoregulatory  reflexes,  may  lead  to  preferential  tu- 
mor heating.  Tumor  microvasculature  has  been  shown 
to  be  more  sensitive  to  heat  than  normal  microvas- 
culature, and  may  undergo  collapse  and  irreversible 
damage  following  hyperthermic  treatment;  this  is 
thought  to  be  an  important  mechanism  of  tumor  cy- 
totoxicity. 

After  exposure  to  therapeutic  levels  of  heat  (above 
42°  C),  cells  become  resistant  to  the  further  effects  of 
heat.  This  phenomenon,  called  thermal  tolerance,  is 
time  dependent  and  decays  over  a period  of  36-72 
hours,  after  which  the  thermal  response  is  normal  again. 
The  mechanisms  are  not  well  understood,  but  are 
thought  to  be  related  to  “heat  shock’’  proteins  pro- 
duced in  response  to  hyperthermic  exposure.*'-** 

continued  on  page  31 
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Before  prescribing,  see  complete  prescribing 
Information  In  5KAF  LAB  CO.  literature  or  POR. 
The  following  Is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet ' HCI  {brand  of  cimetidine  hy- 
drochloride) Injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lldo- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  ' is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocalne  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  p'heo-Dur'^,  Key  Pharmaceuticals,  inc.). 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet’  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation). predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathologicai  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  (approximately  1 per 
100.000  patients).  Including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  ' has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100:  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only):  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab'^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./S  ml.,  in  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./S  ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials.  In  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  mi.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage^*  Vials:  300  mg./2  mi.  In  single-dose_ 
ADD-Vantage'^  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40^C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  5K&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantuge^is  a trademark  of  Abbott  Laboratories. 
BRS‘TG:L73B  Date  of  issuance  Apr.  1987 
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increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also  ^F^Fementatmon 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could  foods.  Corrective  m 
lead  to  increased  serum  potassium  levels.  However,  extensive  serum  potassium  te\ 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  cUmcat  practice.  Angio-  fJ^^J,“conc 

tensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide  . Do  periodic  serum  °JJnrnnhl 

electrolyte  determinations  (particularly  important  in  patients  ih  azk 

vomiting  excessively  or  receiving  parenteral  fluids,  arid  during  t„nHurhnn%s^is%i 
concurrent  use  with  amphotericin  B or  corticosteroids  or  irto 

corticotropinlACTHI).  Periodic  BUN  and  serum  creatinine  potentiate  the  actioi 

determinations  should  be  made,  especially  in  the  elderly  diabetics  reduce  renal  clearai 
or  those  with  suspected  or  confirmed  renal  insufficiency  toxim  . 

Cumulative  effects  of  the  drug  may  develop  in  patents  with  Adverse  Reactions 

impaired  renal  function.  Thiazides  should  be  used  with  caution  in  ■ 

paints  with  impaired  hepatic  lunction  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  fo  possible 
biood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 

Blood  dyscrasias  have  been  reported  in  patients  receiving  ^HoHi  T^nrZanth 

triamterene,  and  leukopenia,  thrombocytopenia,  agrariulocytosis.  j 1] 

and  aplastic  and  hemolytic  anemia  have  been  'opo'ledwilh  Srienl  s and  ve 

thiazides.  Thiazides  may  cause  manifestation  of  Istoot  af  ejes  f ^ pg. 

mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  Triamterene 

when  used  concurrently  with  hydrochlorothiazide:  dosage  °XSneoh  1^ 

adjustments  may  be  necessary.  Ctinicalty  insignificant  ledftms 
m arterial  responsiveness  to  norepinephrine  have  beeo  reported.  rl^giioni  uo  S 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  retaxants  suchastubocurarme  Supplied  Dyazidi 

Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  Woorf  bomes  otmo  cat 
studies  in  cirrhotics  with  spienomegaly.  ffotihyper’enfw^^  homes  0l1 

may  be  enhanced  in  post-sympathectomy  patients.  Usecau-  of-use  bottles  on 

tiously  in  surgical  patients  Triamterene  has  been  found  in  renal  bRS-DZ:L  45 
Slones  in  association  with  the  other  usual  calculus  components. 

Therefore  'Dyazide ' should  be  used  with  caution  in  patients  with 
histones  of  stone  formation  A few  occurrences  of  acute  renal  g product  of 
failure  have  been  reported  in  patients  on  'Dyazide  when  treated 
with  indomethacm.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide  The 
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WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 

hypertension  Edema  or  hypertension  reguires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  converiieni  in 
patient  managefnent.  Treatment  of  hypertension  and  ederna 
IS  not  static,  out  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 

Contrainiications:  Concomitant  use  with  other  potassiurn- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dyslunction.  hyperkalemia. 
Pre-existing  elevated  serum  polassiuni  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  titer/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Penodically.  serum  K'  levels  should  he  cfetermined. 

If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
reguires  prompt  additional  therapy  Thiazides  cross  the  placental 
barrier  and  appeal  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  laundice.  thrombocytopenia,  other  adverse 
reactions  seen  in  adults  Thiazides  appear  and  triamterene  may 
.appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  children  is  not 
available  Sensitivity  inactions  may  occur  in  patients  with  or 
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Physical  Methods  to  Achieve  Hyperthermia 

Various  methods  have  been  used  to  produce  hy- 
perthermia. For  the  heating  of  relatively  superficial 
tumors,  such  as  enlarged  masses  of  lymph  nodes  in 
the  neck,  or  recurrences  of  cancer  of  the  breast  on  the 
chest  wall  after  mastectomy,  the  electronically  based 
methods  have  generally  found  more  favor  than  the 
direct  application  of  heat,  such  as  a water  bath  or  jet 
of  heated  air.  The  two  most  common  types  are:  0) 
electromagnetic  wave  devices,  which  use  microwaves 
in  the  frequency  range  300-3000  MegaHertz  (MHz), 
or  radio-frequency  (RF)  waves  of  5-50  MHz,  and,  (2) 
ultrasound  devices,  which  use  vibrational-mechanical 
energy  of  1-3  MHz.  These  methods  employ  non-in- 
vasive  applicators  which  are  positioned  over  the  region 
to  be  treated,  and  are  spatially  arranged  to  achieve  a 
uniform  heating  pattern  through  the  volume  of  tissue 
to  be  treated.  More  invasive  techniques  are  also  used, 
such  as  interstitial  implantation  of  needles  which  heat 
as  a result  of  the  passage  of  an  electromagnetic  current, 
and  interstitial  or  intracavitary  insertion  of  small  an- 
tennae which  emit  electromagnetic  waves.  Another 
approach  uses  the  implantation  of  ferromagnetic  seeds, 
which  produce  heat  when  “excited”  by  an  externally 
applied  magnetic  field. 

For  deep-seated  pelvic  or  intra-abdominal  tumors 
requiring  regional  hyperthermia,  heating  is  more  com- 
plex. One  method  has  been  the  Magnetrode  (Henry 
Medical  Electronics,  Los  Angeles,  CA)  which  em- 
ploys a circumferential  coil  for  induction  of  electro- 
magnetic energy  at  13.56  MHz.^^  Another  approach, 
called  the  annular  phased  array, employs  an  octag- 
onal, circumferential  array  of  several  electromagnetic 
wave  guides.  Electromagnetic  waves  at  55-110  MHz 
are  generated  and  the  applicators  operated  in  phase 
with  focusing  of  the  resultant  energy  deposition  pat- 
tern. The  applicators  are  externally  applied  in  both 
Magnetrode  and  annular  phased  array  methods. 

The  various  approaches  to  achieve  whole  body  hy- 
perthermia include  extracorporeal  hyperthermic  cir- 
culation, immersion  of  the  patient  in  a wax  bath,  wrap- 
ping the  patient  in  heated  blankets,  and  the  circulation 
of  heated  water  through  specially  adapted  “space 

Clinical  Results 

Superficial  Tumors 

Overgaard^®  summarized  the  results  obtained  in  the 
treatment  of  over  3000  patients  in  66  different  studies 
published  from  1977-1980.  Most  patients  had  super- 
ficial lesions,  and  among  276  patients  treated  with 
hyperthermia  alone  the  overall  response  rate  was  52%, 
with  a complete  response  observed  in  13%,  partial 
response  in  39%,  and  no  response  in  48%.  Similar 
results  for  hyperthermia  alone  were  reported  by  Mar- 
mor  et  al.^^ 


Several  studies  have  compared  irradiation  along  with 
irradiation  plus  hyperthermia. An  approximate 
doubling  of  the  complete  response  rate  was  observed 
in  most  of  the  studies  for  radiotherapy  combined  with 
hyperthermia  compared  to  radiotherapy  alone.  The  re- 
sults are  summarized  in  Table  1.  Most  patients  had 
received  extensive  prior  radiotherapy  and  chemother- 
apy, which  had  failed  to  achieve  local  control.  The 
wide  spectrum  of  tumor  sites  in  comparable  patients 
represented  in  these  studies  provide  substantial  clinical 
evidence  of  the  efficacy  of  hyperthermia  combined 
with  irradiation.  In  these  studies,  it  was  found  that 
temperature  elevations  to  42-43°  C for  at  least  30-45 
minutes  were  required  to  produce  the  tumoricidal  ef- 
fect, which  focuses  attention  on  the  importance  of 
accurate  thermometry  (temperature  measurement). 

Interstitial  Hyperthermia 

A few  studies  have  been  reported  in  which  inter- 
stitially  applied  applicators  were  used  to  produce  hy- 
perthermia, combined  with  either  interstitial  or  exter- 
nal beam  radiotherapy. The  results  are  summarized 
in  Table  2.  The  complete  response  rate  is  comparable 
to  that  achieved  with  externally  applied  applicators  and 
external  irradiation. 

Deep  Regional  Hyperthermia 

Few  studies  are  available  to  assess  the  efficacy  of 
hyperthermia  for  deep-seated  tumors,  due  to  the  in- 
herent problems  of  access  to  the  tumor  for  placement 
of  thermometry  probes,  and  the  complexities  of 
achieving  adequate  heating.  Storm  et  af  have  pub- 
lished results  of  a 5-year  multi-institutional  coopera- 
tive trial  in  which  the  Magnetrode  was  used  for  heat- 
ing. The  trial  involved  Phase  I-II  studies  of  efficacy 
and  safety  in  1170  adult  patients  with  advance  tumors, 
with  14,807  treatments  being  performed.  Various  tem- 
peratures and  combinations  of  radiotherapy  and  chem- 
otherapy were  used.  The  median  duration  of  response 
was  3-7  months  (range  1-39  months).  The  authors 
concluded  that  hyperthermia  has  a significant  role  in 
the  palliation  of  advanced  malignancies  and  that  pro- 
spective randomized  Phase  III  trials  are  warranted. 

Baker  et  aP^  reported  on  a group  of  107  patients 
with  a variety  of  tumors  treated  with  an  induction  coil 
and  with  either  radiotherapy  or  chemotherapy.  A com- 
plete response  in  16%,  partial  response  in  52%,  and 
no  response  in  32%  was  observed.  Most  responders 
and  about  30%  of  nonresponders  had  pain  relief. 

Results  of  pilot  studies  using  the  annular  phased 
array  to  treat  patients  with  advanced  tumors  in  the 
abdomen  and  pelvis  have  been  reported. Among 
28  patients  with  advanced  upper  abdominal  malig- 
nancy,'*^ most  of  whom  received  concurrent  low  dose 
radiotherapy,  the  partial  response  rate  was  only  18%. 

continued  on  page  38 
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The  five  partial  responders  had  a significantly  longer 
survival  (p  = 0.02)  than  the  23  nonresponders,  and  43% 
of  patients  achieved  effective  palliation.  Systemic  heat 
stress,  characterized  by  signs  such  as  tachycardia  and 
increased  systemic  temperature,  was  the  most  frequent 
treatment  limiting  factor.  Among  43  patients  with  deep- 
seated  pelvic  tumors,"^  an  overall  objective  response 
rate  of  49%  was  achieved  in  39  evaluable  patients. 
Five  of  the  19  responses  were  complete.  The  median 
survival  of  responders  (10  months)  was  significantly 
longer  (p  = 0.0014)  than  nonresponders  (4  months). 

Whole  Body  Hyperthermia 
Whole  body  hyperthermia  is  beset  by  a number  of 
complex  problems  which  have  precluded  its  wide- 
spread investigation.  Due  to  central  nervous  system 
and  hepatic  toxicity,  temperatures  are  limited  to  about 
42°  C or  less.  The  treatment  is  expensive,  and  requires 
general  anesthesia,  usually  for  several  hours.  Signif- 
icant risks  exist,  including  death  from  treatment  — 
related  complications.  Nevertheless,  it  has  the  poten- 
tial of  treating  widespread  gross  and  microscopic  met- 
astatic disease.  A few  reports  have  appeared  in  which 
patients  were  usually  treated  for  2 hours  or  more  at 


temperatures  of  41 .5°-42°  C.  Objective  responses  were 
seen,  but  were  usually  of  short  duration.  The  current 
status  and  future  prospects  of  whole  body  hyperthermia 
have  been  reviewed,  with  further  research  encour- 
aged. 

Hyperthermia  and  Chemotherapy 

While  the  combination  of  hyperthermia  with  chem- 
otherapy is  a logical  extension  of  its  use  with  radio- 
therapy, detailed  experimental  data  are  only  available 
in  vitro.  Measurable  thermal  enhancement  of  cytotox- 
icity has  been  reported  to  occur  with  some  commonly 
used  drugs  such  as  the  alkylating  agents,  cisplatin  and 
mitomycin-C,  but  not  with  others,  such  as  5-Fluo- 
rouracil  and  the  vinca  alkaloids.  Most  in  vivo  studies 
have  been  limited  to  animal  models,  and  are  incon- 
clusive. In  a recently  reported  Phase  I-II  multi-insti- 
tutional study,  whole  body  hyperthermia  to  41.5°  C 
was  achieved  using  an  extracorporeal  circulation  tech- 
nique.'*^ Various  chemotherapeutic  agents  were  used 
to  treat  a variety  of  advanced  neoplasms.  Most  patients 
received  more  than  one  treatment,  and  the  average 
length  of  the  treatments  was  about  1 1 hours  (range  2- 
44  hours).  One  hundred  sixty-eight  patients  were 

continued  on  page  34 
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treated,  of  whom  132  were  evaluable  for  response. 
Although  a 29%  overall  response  rate  was  reported, 
most  responses  were  of  short  duration,  and  the  effect 
on  survival  was  small.  In  addition,  20%  of  the  patients 
died  of  treatment-related  complications.  Further  re- 
search is  needed  to  better  define  a role  for  whole  body 
hyperthermia  and  chemotherapy. 

One  useful  approach  combining  hyperthermia  with 
chemotherapy  has  been  employed  in  the  treatment  of 
melanoma  involving  limbs.  Perfusion  of  chemother- 
apeutic agents  in  blood  heated  to  approximately  43°  C 
through  the  affected  limb  appears  to  be  effective  and 
relatively  well  tolerated  in  this  group  of  patients.'*^ 

Adverse  Effects  of  Local  and 
Regional  Hyperthermia 

The  complications  of  local  and  regional  hyper- 
thermia have  been  relatively  infrequent  and  manage- 
able. In  one  series  of  101  superficial  sites  treated  with 
irradiation  and  heat,'^*  7%  developed  tumor  necrosis 
with  deep  ulceration  that  did  not  heal  spontaneously. 
Six  percent  developed  second  and  third  degree  bums, 
most  of  which  healed  spontaneously  in  8-12  weeks. 
Since  most  patients  had  received  prior  radiotherapy, 
subcutaneous  fibrosis  was  seen  in  about  35%.  In  the 
multi-institutional  trial  reported  by  Storm  et  al,"*'  ther- 
mal bums  occurred  in  only  0.3%  of  treatments,  and 
there  were  only  two  systemic  complications,  one  pa- 
tient developing  peptic  ulcer,  and  another  lung  fibrosis 
(0.01%).  This  low  complication  rate,  however,  was 
partially  attributed  to  exclusion  of  patients  known  to 
be  at  increased  risk  of  hyperthermia  complications, 
such  as  those  with  circulatory  compromise  in  the  treat- 
ment field,  or  significant  tumor  fistulae.  With  im- 
provements in  thermometry,  these  already  low  com- 
plication rates  will  be  expected  to  further  decrease. 

Community  Hospital  Hyperthermia 

Hyperthermia  devices  approved  by  the  U.S.  Food 
and  Drug  Administration  and  suitable  for  use  in  com- 
munity hospital  radiation  therapy  departments  have 
been  developed  by  several  manufacturers  and  are  com- 


mercially available.  Most  of  these  devices  are  designed 
for  the  treatment  of  relatively  superficial  sites,  al- 
though some  may  be  adapted  for  treatment  of  more 
deeply  seated  tumors.  Most  are  equipped  with  detach- 
able external  applicators  of  a variety  of  sizes  and  shapes, 
which  allow  flexibility  of  use,  and  with  probes  for 
thermometry  and  interstitial  hyperthermia.  Hyper- 
thermia treatments  typically  last  from  30  minutes  to 
an  hour,  and  are  administered  twice  a week  due  to 
thermal  tolerance.  They  are  normally  given  on  an  out- 
patient basis  in  conjunction  with  radiotherapy,  with 
the  two  treatments  being  administered  in  immediate 
sequence  for  maximal  synergistic  effect.  Sedation  or 
anesthesia  is  not  used,  and  patients  are  able  to  com- 
municate any  untoward  effects,  such  as  pain  or  the 
excessive  sensation  of  heat. 

TABLE  1 


Complete  Responses  of  Superficial  Lesions  to  Irradiation 
and  Irradiation  Plus  Hyperthermia 


Study 

Number  of 
T umors 

Irradiation 
Alone  (%) 

Irradiation  -1- 
Hyperthermia  (%) 

U et  al'« 

14 

1/7(40) 

617(86) 

Bede  et  al” 

19 

0/8(0) 

1/11(9) 

Overgaard^^ 

33 

8/16(50) 

11/17(65) 

Kim  et  al“ 

159 

24/73(33) 

69/86(80) 

Kim  et  aP^ 

99 

25/54(46) 

31/45(69) 

Arcangeli  et  al'' 

123 

22/57(39) 

50/66(76) 

Corry  et  al'‘ 

34 

0/13(0) 

13/21(62) 

481 

80/228(35) 

181/253(72) 

Interstitial  hyperthermia  can  also  be  used  with  in- 
terstitial radiotherapy  in  selected  cases.  Usually,  the 
same  catheters  which  house  the  interstitially  applied 
radioactive  isotopes  can  be  used  for  the  interstitial 
hyperthermia  applicators,  thus  adding  little  to  the  usual 
interstitial  radiotherapy  procedure. 

The  usual  clinical  indication  for  hyperthermia  is  for 
the  palliative  treatment  of  advanced,  relatively  super- 
ficial malignant  disease  which  has  failed  conventional 
treatment  with  surgery,  radiation  therapy,  and  chem- 
otherapy. Examples  are:  (1)  enlarged  masses  of  lymph 
nodes,  such  as  occur  in  the  cervical  region  in  head  and 

continued  on  page  37 


TABLE  2 


Results  of  Interstitial  Thermoradiotherapy 


Study 

Number  of 

Tumors 

Complete 

Response  (%) 

Partial 

Response  (%) 

No  Response* 
(%) 

Emami  et  aP^ 

26 

18  (69) 

5 (19) 

3(12) 

Cosset  et  al’* 

12 

10  (83) 

2 (17) 

0 (0) 

Surwit  et  aP’ 

21 

7(33) 

10  (48) 

4 (19) 

Vora  et  al’® 

iS 

H (73) 

1 (7) 

3 (20) 

74 

46  (62) 

18  (24) 

10  (14) 

’Less  than  50%  regression 
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BACTRIM'*  (trimethoprim  and  sutlamethoxazole/Roche) 


Belore  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows; 
CONTRAINDICATIONS;  Hypersensitivity  to  trimethoprim  or  sulfonamides,  documented  megaloblastic 
anemia  due  to  folate  deficiency,  pregnancy  at  term  and  during  the  nursing  period,  infants  less  than  two 
months  of  age 

WARNINGS;  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS  JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions. such  as  Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A B-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bactenologic  failure  when  treated  with  Bactrim  than  with  penicillin 

PRECAUTIONS;  General  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g . elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  giucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  of  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  Acqui/ed  Immunodeficiency 
Syndrome  (AIDS).  Because  of  unique  immune  dysfunction,  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia, with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  cannii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  for  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently,  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia,  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal.  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression,  apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous  Weakness,  fatigue,  insomnia 
DOSAGE  AND  ADMINISTRATION;  Not  recommended  for  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  Infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  m\)b  I d for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min.  give  usual  dosage. 
15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp.  (20  \T)\)b  i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
tor  suggested  children's  dosage  table 

HOW  SUPPLIED;  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazoJe)— 
bottles  of  100,  250  and  500,  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  20  Tablets  (80  mg  tn- 
methoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500.  Tel-E-Dose*  packages  of  100. 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  15'  -30°C  (SB^-SB^F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15"-30"C  (BB'-Se^F)  PROTECTED  FROM  LIGHT 
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YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabuiation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'' -2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ■3  '’  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day.  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon’  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10, 
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neck  cancer;  (2)  recurrences  on  the  chest  wall  in  and 
around  the  mastectomy  scar  following  surgery  for  can- 
cer of  the  breast;  and,  (3)  other  superficially  recurrent 
carcinomas,  sarcomas  and  melanomas.  In  addition, 
many  institutions  participate  in  clinical  investigations 
in  which  other  potentially  useful  applications  of  hy- 
perthermia are  being  studied,  such  as  combining  hy- 
perthermia with  the  initial  course  of  conventional  ra- 
diation therapy  to  increase  response  rates.  These 
approaches  show  considerable  promise  in  clinical  sit- 
uations characterized  by  relatively  high  local  failure 
rates  following  conventional  therapy  alone. 

Future  Directions 

Research  is  currently  directed  toward  improving  the 
technology  for  heat  delivery,  particularly  for  deep 
seated  tumors,  to  achieve  preferential  heating  of  tumor 
versus  normal  tissue.  More  accurate  and  less  invasive 
thermometry,  and  development  of  the  concept  of 
“thermal  dose”  are  needed.  Clinical  studies  are  un- 
derway in  a number  of  centers  to  better  define  the  role 
of  hyperthermia  for  those  conditions  in  which  im- 
proved local  control  would  result  in  cure  or  improved 
symptom-free  survival.  Further  exploration  of  the  po- 
tential for  combined  hyperthermia  and  chemotherapy 
is  needed,  as  well  as  assessment  of  the  long  term 
sequelae  of  combined  therapy.  These  and  other  rec- 
ommendations have  recently  been  summarized.'^® 
Progress  in  these  efforts  should  further  clarify  the  fu- 
ture role  of  hyperthermia  in  cancer  therapy.  0 
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For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  con- 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  Or  write  us  at  Provider 

Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 

Blue  Cross 


and 


Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  I900-C,  Montgomery,  Alabama 
36197-4201. 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Cheree  Richards.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


INTERNIST  — To  join  growing,  progressive,  north  Alabama 
group.  Guarantee  salary,  flexible  schedule,  full  partnership.  Send 
C.V.  to  P.O.  Box  5294,  Decatur,  AL  35601 


STAFF  PHYSICIAN  — AUBURN  UNIVERSITY 

Auburn  University  Student  Health  Serices  has  an  anticipated  open- 
ing Fall,  1988  and  or  Fall  1989  for  physician’s  interested  in  the 
care  of  young  adults.  Family  Practice,  Sports  Medicine  and  Internal 
Medicine  specialities  preferred.  Full  time,  12-month  appointment 
with  excellent  fringe  benefits  including  malpractice  insurance.  Ap- 
plicants must  be  eligible  for  Alabama  license.  Submit  C.V.  with 
letter  of  interest  to  Gerald  W.  Everett,  M.D. , Drake  Student  Health 
Services,  Auburn  University,  Alabama  36849-5349.  Deadline  for 
applications  August  1,  1988. 

Auburn  University  is  an  Affirmative  ActionlEqual  Opportunity 
Employer.  Minorities  & females  are  encouraged  to  apply. 


UNSECURED  SIGNATURE  LOANS  FOR  PHYSICIANS:  $5,000- 
$60,000,  No  points  or  fees.  Best  rates-Level  payments.  Up  to  six 
years  to  repay.  No  prepayment  penalty.  First  payment  not  due  for 
90  days.  For  information  and  application  CALL  TOLL  FREE  1- 
800-331-4952,  MediVersal  Dept.  114. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486.  Tuscaloosa,  Alabama  35403,  or  tele- 
phone A1  Fox,  collect  at  758-7545  for  more  information. 


EMERGENCY  MEDICINE:  Our  expanding  Emergency  Depart- 
ment Group  seeks  additional  full-  or  part-time  physicians  for  a 
major  hospital  (50,000  visits  annually).  Compensation  is  com- 
petitive; applicants  should  be  BC/BE  in  a primary  care  specialty 
or  have  comparable  experience.  ACLS/ATLS  preferred.  Reply 
with  CV  to  Medical  Director,  Huntsville  Emergency  Medical  As- 
sociates, Huntsville  Hospital,  101  Sivley  Rd.,  Huntsville,  AL 
35801. 
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THIS  SPACE  CONTRIBUTED  AS  A PUBLIC  SERVICE 


A defense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite-cured  foods  like  ham,  and 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  brussels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consumption  of  alco- 
hol also. 

A good  rule  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12-  year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces 

AMERICAN 
^CANCER 
f SOQETY 


cancer  alone. 


AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


Adolescent  Health 


Adolescence  is  defined  as  the  developmental  period 
between  childhood  and  adulthood  which  is  char- 
acterized by  physical,  sexual  and  psychological  ma- 
turation. Once  viewed  as  “fun  and  carefree”  days, 
the  teen  years  have  become  increasingly  troublesome 
and  dangerous. 

Substance  abuse  among  teenagers  has  become  a ma- 
jor national  issue.  Teens  are  frequent  objects  of  vic- 
timization through  physical  and  sexual  abuse;  suicide 
and  other  psychological  disorders  have  become  pan- 
demic; while  physical  problems  continue  to  contribute 
to  premature  morbidity  and  mortality.  Violence  has 
become  an  increasingly  pervasive  element  in  society, 
even  as  part  of  entertainment  — the  average  child  is 
estimated  to  view  18,000  murders  and  countless  acts 
of  carnage  on  television  before  the  age  of  18. 

No  socioeconomic  or  racial  group  is  entirely  im- 
mune from  these  troubles  but  proverty  is  a primary 
factor.  Poor  teens  risk  the  direct  physical  consequences 
of  deprivation,  severe  stress  on  parent-child  relation- 
ship, and  the  probability  of  a depreciated  status  in  the 
social  environment. 

Even  though  poverty  is  a powerful  factor  in  damage 
to  children  and  adolescents,  adequate  income  and  high 
social  status  do  not  guarantee  healthy  growth  and  de- 
velopment. It  appears  to  sociologists  and  educators  that 


among  middle-class  teens,  values  are  shifting  away 
from  family.  “More  and  more  kids  today  are  looking 
for  some  form  of  structure  in  their  lives,”  says  one 
family  psychologist.  “The  malls  are  a place  they  find 
it.” 

For  many  teens,  the  result  is  a muddling  of  tradi- 
tional middle-class  values.  In  the  places  where  they 
hang  out,  it’s  not  hard  to  find  evidence  of  why  many 
specialists  are  now  saying  that  today’s  teens  are  more 
materialistic,  less  realistic  and  harder  to  motivate  than 
any  generation  before  them. 

Sociologists  also  worry  that  malls  help  create  the 
illusion  for  kids  that  they  already  have  it  all,  too.  Under 
one  roof,  malls  showcase  all  the  easy-life  images  and 
conspicous  consumption  seen  on  television.  Only  two 
generations  removed  from  the  Depression,  today’s 
middle-class  youth  know  little  about  poverty  or  the 
potential  for  it. 

As  our  youth,  as  birds  in  flights  from  the  nest,  try 
out  their  wings  many  are  not  leaving  a nest  feathered 
with  positive,  nurturing  attributes.  Many  nests  are  rid- 
den with  holes  of  divorce,  poverty,  lack  of  moral  val- 
ues and  mothers  working  outside  the  home. 

Coupled  with  declining  family  support  is  the  state- 
ment made  recently  by  University  of  Texas  political 
scientist  W.  Norton  Grubb,  “Americans,  also,  have 
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never  accepted  much  responsibility  for  other  people’s 
children.  Kids  are  considered  a parental  responsibil- 
ity.” 

Is  it  not  understandable  that  the  youth  today  are 
especially  vulnerable  to  rising  numbers  of  problems? 
A normal  characteristic  of  adolescence  is  experimental 
behavior  leading  the  way  to  potential  danger  both  phys- 
ically and  psychologically. 

It  is  during  adolescence  that  some  persons  adopt 
self-damaging  behaviors  that  can  threaten  or  shorten 
life.  Such  behaviors  include  poor  health  practices;  al- 
ienation from  school  and  family;  early  and  unprotected 
sexual  intercourse;  use  of  alcohol,  illicit  drugs  and 
tobacco;  delinquent  and  violent  behavior  and  reckless 
and  injury-prone  behavior. 

Despite  all  the  identified  hazards  of  their  transitional 
stage  in  life,  persons  in  this  age  group  do  not  use 
physician  services  as  frequently  as  do  other  population 
groups,  in  fact  recent  government  data  show  that  ad- 
olescents have  the  lowest  rate  of  physician  office  visits 
of  any  age  group. 

Substance  abuse  amongs  adolescents  increased  ex- 
plosively in  the  1960s  and  1970s.  While  some  forms 
of  drug  use  have  leveled  off  since  then,  alcohol  and 
drug  experimentation  remain  prevalent  in  this  popu- 
lation group. 

Alcohol  is,  by  far,  the  abused  more  often  and  to  a 
greater  extent  among  males.  Drinking  adolescents  are 
responsible  not  only  for  a large  proportion  of  highway 
crashes  and  fatalities,  but  also  for  many  cases  of  vi- 
olent crimes  and  suicides. 

About  two-thirds  of  high  school  seniors  have  some 
experience  with  an  illicit  drug.  Cocaine  abuse  clearly 
is  on  the  rise.  Accompanying  — and  partially  explain- 
ing — this  upswing  has  been  the  introduction  of 
“crack,”  an  inexpensive,  potent  and  easily  adminis- 
tered form  of  the  drug. 

While  daily  cigarette  use  by  high  school  seniors 
dropped,  the  reduction  in  male  smokers  has  been  greater 
than  in  female  smokers.  There  has  been  a recent  trend, 
among  males,  toward  use  of  smokeless  tobacco  prod- 
ucts. 

While  statistics  on  sexual  behavior  do  not  summa- 
rize adolescent  sexuality,  they  do  confirm  that  many 
adolescents  initiate  sexual  activity  during  a develop- 
mental stage  characterized  by  risk-taking  behavior  and 
propensity  to  act  without  full  sense  of  the  potential 
consequences  of  their  actions. 

Alabama  has  one  of  the  highest  percentages  of  births 
to  teens  in  the  nation  — greatly  exceeding  the  national 
average.  Alabama  teenagers,  also,  have  an  alarmingly 
high  number  of  repeat  births.  About  50%  of  teen  moth- 
ers are  on  public  assistance  and  are  more  likely  to 
neglect  and/or  abuse  their  children.  The  risk  of  a baby 
dying  in  the  first  year  of  life  increases  as  the  age  of 
the  mother  decreases  below  20  years. 

Much  attention  has  been  paid  to  the  abuse  of  chil- 


dren, but  relatively  little  is  known  about  maltreatment 
of  adolescents.  Twenty-four  percent  of  all  fatalities 
and  forty-one  percent  of  all  serious  injuries  in  reported 
cases  of  physical  abuse  involve  persons  aged  12  to  17. 
Half  of  all  rape  victims  are  less  than  18  years  old. 

Among  American  adolescents  between  13  and  18 
years  of  age,  15%  are  sufficiently  emotionally  dis- 
turbed to  require  some  form  of  helpful  intervention. 
Five  thousand  persons  under  age  19  commit  suicide 
each  year  and  another  50,000  attempt  suicide  annually. 
One  Alabama  county  reported  1 3 suicidal  attempts  by 
teens  within  three  weeks.  Two  others  were  successful. 
A history  of  suicide  in  the  person’s  community  or 
family,  a lack  of  problem-solving  skills  and  substance 
abuse  play  a large  role  in  this  tragic  problem. 

Violence  has  become  an  increasingly  prevalent  ele- 
ment in  modem  society  and  adolescents  are  responsible 
for  a third  of  all  violent  crimes. 

One  person  or  group  of  people  such  as  MASA  or 
its  auxiliary  can  make  a difference  by  addressing  at 
least  one  negative  aspect  of  adolescence,  planning  a 
stragedy,  equipping  its  membership  with  information 
and  confronting  young  people  at  their  most  populated 
area-schools.  Poignant  posters,  information  flyers,  tes- 
timonial style  videos  of  other  adolescents  who  have 
progressed  through  the  problems  could  have  a tre- 
mendous impact. 

Adolescent  health  has  always  been  a major  focus  of 
auxiliary  activities,  but  auxilians  are  now  being  asked 
to  step  us  these  efforts  by  joining  the  AMA  in  its 
Initiative  on  Adolescent  Health,  which  is  an  ongoing, 
comprehensive  plan  for  helping  teens  grow  into  healthy 
adults. 

“The  AMA  White  Paper  on  Adolescent  Health”  a 
resource  for  much  of  this  article,  may  be  obtained  by 
contacting:  The  Clearinghouse  on  Adolescent  Health, 
AMA,  535  N.  Dearborn  St.,  Chicago,  IL  60610;  (312) 
645-4545.  0 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


Medicines  that  matter  from  people  who  care 
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Roche  President’s  Achievement  Awards 
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Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Suzanne  S.  Robbins 


John  R.  Havicus 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


P07T 


Z’,  '^  y ' , 

^/u  •//^/  / 


When 

your 

life's 

work 

is 


on 


need 

the 

company 

built 

by 

Alabama 

doctors. 


The  company  you  know,  concerned. ..committed... 
financially  sound. ..experienced. 


Mutual 

iSSUranCe  ns  Of^ce  Park  Drive,  Birmingham,  AL  35223  1-800-272-6401  (205)  871-7280 


THE  SECRET  IS  OUT 


believe  if  I were  starting  out  in  medicine  today  the 
Southern  Medical  Association  would  be  one  of  the  first 
organizations  that  I would  want  to  join.  For  the  price  you 
pay,  I believe  that  you  have  access  to  more  information 
and  more  services  than  other  organizations  available.” 

Thomas  C.  Rowland,  Jr.,  M.D. 

OB/GYN 

Columbia,  SC 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  Medical  Journal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today . . . You’ll  be  talking  about  us  too! 


Post  Office  Box  1 90088 
Birmingham,  Alabama  35219 


1-800-423-4992 
(205)  945-1840 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  SVixl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
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physician’s  political  strength,  Dr.  Leitner  believes. 
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Back  to  the  Fork  in  the  Road 

William  H.  McDonald 


There  was  a time,  ending  four  or  five  decades  ago 
perhaps,  when  a farm-family  background  for  a 
physician  was  more  the  rule  than  the  exception.  At  the 
most,  the  average  young  physician  of  the  20s  and  30s 
was  but  a generation  removed  from  the  soil. 

Today,  in  medicine  as  in  all  callings,  the  farm  back- 
ground is  rare  and  getting  rarer  with  every  passing 
day.  And  the  Republic  may  be  the  poorer  because  of 
it.  Although  farm  life  has  been  romanticized  beyond 
recognition  by  some  latter-day  exponents  of  back-to- 
the-land  movements,  there  is  no  gainsaying  the  fact 
that  a childhood  amid  the  fields  and  furrows  inculcated 
a sense  of  place,  self-reliance,  and  an  abiding  humanity 
that  has  no  metropolitan  equivalent.  More’s  the  pity. 

William  A.  Leitner,  M.D.,  MASA’s  President  for 
1988-1989  is  one  of  those  rarities.  He  spent  his  early 
years  on  his  family  dairy,  tobacco  and  cotton  farm  at 
Marion,  South  Carolina,  where  the  tallest  building  was 
a silo.  It  is  entirely  possible  that  he  will  be  the  last 
MAS  A President  so  reared. 

In  his  spanking  new  offices  behind  Birmingham’s 
St.  Vincent  Hospital,  Dr.  Leitner  seems  as  far  removed 
from  cows  and  cotton  as  a man  could  be,  but  his 
background  shows  on  occasion. 

It  shows  in  his  expressed  belief  that  in  these  times 
of  marketplace  turbulence  (a  condition  not  unknown 
to  farmers)  the  central  message  is  simplicity  itself: 
Physicians,  distracted  the  past  few  years  by  all  manner 


of  economic  turmoil  and  change,  must  rededicate 
themselves  to  patient-oriented  care. 

It  will  be  one  of  Dr.  Leitner’s  themes  as  President 
to  persuade  physicians  that:  although  they  have  less 
influence  with  third-parties  than  they  once  did;  al- 
though their  clout  in  Washington  has  been  diminished 
by  the  rise  of  competing  influences  such  as  AARP, 
no  one  has  more  influence  than  their  patients  who, 
collectively,  will  determine  the  future  of  American 
health  care. 

While  Americans  are  generally  suspicious  of  big- 
ness in  anything,  whether  big  labor,  big  business,  big 
government  or  big  professional  associations,  the  in- 
dividual doctor’s  stock  with  his  patients  remains  largely 
unaffected  by  the  winds  of  change.  Poll  after  poll  has 
shown  that  while  Americans  are  leery  of  organized 
medicine  as  a group,  they  remain  convinced  that  their 
doctor  is  an  exception. 

Multiply  these  “exceptions”  by  the  millions  of  pa- 
tient contacts  every  year  and  you  have  basically  the 
U.S.  population.  That  is  where  medicine’s  strength 
lies.  Dr.  Leitner  believes,  in  the  one-on-one  relation- 
ships to  the  6th  power  or  more. 

“Physicians  should  get  back  to  concentrating  on 
patient  care,  with  all  that  implies,”  he  says.  “Spend 
more  time  with  patients,  learn  what  their  concerns  are 
other  than  the  illness  they  may  have.  In  other  words, 

continued  on  page  12 
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S.  Lon  Conner 
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The  Most  Precious  Coin 


Few  members  of  the  Association  realize  how  much 
time  and  energy  their  officers  devote  to  the  welfare 
of  the  membership.  The  two-day  monthly  meetings  in 
Montgomery  are  only  the  start  of  it. 

Throughout  the  month  they  are  constantly  bom- 
barded with  reams  of  paper  on  an  infinite  variety  of 
subjects,  letters,  and  frequent  calls,  individual  and 
conference. 

This  is  a considerable  sacrifice  in  that  most  precious 
of  doctor  commodities,  time.  That  they  cheerfully  per- 
form all  these  duties  year  in  and  year  out  has  never 
ceased  to  amaze  me  in  the  years  I have  been  your 
executive  director  (now  going  on  12  years). 

Carl  A.  Grote,  Jr.,  M.D.,  your  President  for  the 
past  year,  is  a good  example.  Dr.  Grote  has  made 
many  trips  from  Huntsville  to  Montgomery  for  monthly 
meetings  and  other  conferences  in  between.  He  has 
traveled  considerably,  in-state  and  out-of-state,  during 
that  time. 


A President  actually  serves  for  three  years:  as  Pres- 
ident-elect; as  President;  and  as  Immediate  Past  Pres- 
ident — thus  assuring  continuity  of  care  in  the  office. 

At  the  annual  meeting  this  month  in  Montgomery, 
Dr.  Grote  will  put  down  the  burdens  of  the  presidency, 
but  will  serve  another  year  on  the  Board  of  Censors. 

I know  I speak  for  the  Board  and  undoubtedly  for 
the  membership  when  I express  the  appreciation  of  all 
for  his  year  of  sterling  achievement  and  dedication. 
Dr.  Grote  is  the  plain-spoken  and  worthy  son  of  a 
pioneering  public  health  officer,  Carl  A.  Grote,  Sr., 
M.D.  He  has  reflected  glory  on  himself  and  his  late 
father  in  his  service  to  MASA,  including  prior  service 
as  Censor  and  as  Board  Chairman. 

Thank  you.  Dr.  Grote.  Well  done,  sir. 

His  shoes  will  be  ably  filled  by  William  A.  Leitner, 
M.D.,  Birmingham.  Dr.  Leitner  also  brings  to  the 
office  prior  service  on  the  Board,  many  years  in  other 
notable  contributions  to  organized  medicine,  at  county 
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and  state  levels.  He  has  served  as  President  of  the 
Jefferson  County  Medical  Society  and  on  various  com- 
mittees. He  has  been  involved  in  AlaPAC  for  a number 
of  years,  and  is  currently  chairman  of  that  vitally  im- 
portant function.  He  is  also  an  AM  A delegate. 

Dr.  Leitner’s  route  to  his  present  position  was  novel. 
Bom  on  a South  Carolina  farm  in  the  midst  of  the 
Great  Depression,  he  graduated  from  college  with  a 
degree  in  chemical  engineering  and  had  done  graduate 
work  at  Georgia  Tech  before  getting  the  call  to  med- 
icine. Some  credit  for  that  switch  must  go  to  the  Army, 
in  a negative  way.  (See  Bill  McDonald’s  profile  on 
Dr.  Leitner  in  this  issue.) 

Drs.  Leitner  and  Grote  and  all  your  officers  reverse 
the  usual  idea  of  work.  Instead  of  being  paid  for  their 
Association  work,  they  pay  for  the  privilege  of  doing 
it.  They  pay  in  the  most  valuable  coin  of  the  realm  in 
medicine,  time. 

Doctors  have  less  of  that  than  almost  any  group  in 
the  land  (as  you  have  known  all  along  and  as  I quickly 
found  out).  Scarcity  creates  value.  If  the  government 
of  the  U.S.  ever  adopts  a Value  Added  Tax  (VAT, 
popular  in  Europe)  on  services  as  well  as  goods,  I have 
no  idea  how  your  officers’  time  contributions  to  the 
Association  would  be  computed.  But  I am  thankful 
that  this  is  a non-profit  organization. 

Much  of  physician  time  is  what  the  efficiency  ex- 
perts call  “inelastic  time’’  — time  that  has  already 
been  stretched  to  the  limit  of  its  elasticity,  or  time  that 
cannot  be  stretched  at  all.  The  classic  example  of  ine- 
lastic time  is  gestation;  producing  a baby  cannot  be 
made  more  efficient  by  delegating  or  dividing  the  work. 
Not  even  the  in  vitro  fertilization  folks  have  figured 
out  a way  to  produce  a baby  by  assigning  nine  women 
the  job  and  giving  each  one  month  to  do  it.  (Curiously, 
something  just  as  idiotic  is  being  asked  of  doctors  by 
many  third-party  payors,  public  and  private,  in  their 
insistence  that  physicians  have  all  the  time  in  the  world 
for  more  and  more  paperwork,  red  tape,  cost-over- 
care priorities,  and  other  mindless  impositions  on  pre- 
cious time.) 

Some  of  the  time  your  officers  divert  to  your  affairs 


may  come  from  practice,  which  often  means  that  a 
partner  covers  and  thus  also  serves.  But  most  of  it 
comes  from  their  private  time,  already  at  a virtually 
irreducible  minimum. 

I don’t  know  how  they  do  it.  But  after  more  than 
1 1 years  of  observing  this  dedication  I think  I know 
why  they  do  it.  They  do  it  not  out  of  a sense  of  sacrifice 
but  of  conviction  that  they  are  not  contributing  but 
repaying  a debt  — the  debt  all  physicians  (whether 
they  acknowledge  it  or  not)  owe  their  profession;  a 
debt  assumed  when  they  entered  medicine;  a debt  owed 
to  the  physicians  who  went  before  and  those  to  follow. 

It  is  a singular  conviction.  Nothing  in  my  previous 
life  had  prepared  me  for  this  phenomenon.  And  noth- 
ing in  my  medical  association  experience  has  yet  pre- 
pared me  to  excuse  those  physicians  who  don’t  have 
it,  who  can’t  be  bothered. 

Every  occupation  and  profession  has  its  freeloaders, 
I know,  but  in  medicine’s  grand  tradition  of  selfless 
dedication  they  certainly  stand  out  more.  There  is  a 
curious  added  dimension  to  the  personality  of  the  “let- 
George-do-it”  physician:  very  often  he  is  the  one  who 
complains  the  loudest,  even  threatening  to  disassociate 
himself  from  organized  medicine,  when  the  profession 
suffers  setbacks  and  defeats,  as  it  has  always  has  and 
always  will. 

If  the  day  ever  comes  when  the  number  jeering  on 
the  sidelines  exceeds  those  on  the  playing  fields  of 
organized  medicine,  the  profession,  as  you  have  known 
it,  is  finished. 

In  Massachusetts,  physicians  supported  their  asso- 
ciation with  nowhere  near  the  total  effort  in  Alabama. 
They  were  subjugated  as  a result.  I can  see  no  present 
danger  of  comparable  dereliction  in  this  state,  but  if 
it  happens  the  consequences  will  be  similar.  0 
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gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
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Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
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are  used 
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Carl  A.  Grate,  Jr.,  M.D. 
President,  MASA 


Thanks  For  Everything 


It  is  hard  for  me  to  realize  that  twelve  months  have 
gone  by  so  quickly  and  that  this  will  be  my  last 
column. 

The  preparation  of  this  column  is  one  of  the  things 
that  I looked  forward  to  with  a certain  amount  of  anx- 
iety as  I came  into  office  last  April.  However,  with 
the  help  of  able  staff  in  Montgomery,  it  has  been 
rendered  almost  painless. 

In  fact,  I would  have  to  say  that  the  preparation  of 
the  President’s  column  has  been  a very  rewarding  ex- 
perience. I have  been  delighted  to  find  out  how  many 
people  read  Alabama  Medicine  in  particular  this  col- 
umn. Rarely  does  a month  go  by  that  I don’t  get  some 
type  of  feedback  from  the  column.  It  has  served  as 
not  only  a way  for  me  to  express  my  views  on  certain 
topics  but  to  find  out  the  feeling  of  the  membership 
on  these  topics.  Letters,  telephone  calls  and  many  per- 
sonal contacts  have  let  me  know  what  is  on  your  mind 
and  made  me  better  able  to  represent  you  in  many 
arenas. 

Several  of  the  columns  have  had  to  do  with  my 
frustrations  in  dealing  with  third  parties  in  the  day-to- 


day practice  of  medicine.  I hope  that  I have  not  come 
across  in  too  negative  a fashion.  In  spite  of  all  of  my 
frustrations,  I still  think  that  we  have  one  of  the  greatest 
professions  of  all  and  I wouldn’t  swap  my  M.D.  degree 
for  anything  else  that  I can  think  of. 

I often  have  an  opportunity  to  interview  prospective 
medical  students.  One  of  the  questions  that  I am  fre- 
quently asked  by  these  young  people  is,  “Would  you 
do  it  all  over  again?’’  My  answer  is  always  a resound- 
ing “Yes.” 

A few  weeks  ago  I was  walking  from  the  parking 
garage  to  the  hospital  with  one  of  my  younger  col- 
leagues. He  had  just  read  one  of  my  columns  and  made 
a few  comments.  As  we  walked  on  a little  further  he 
said,  “Carl,  my  son  says  he  wants  to  go  to  medical 
school,  what  do  you  think  I ought  to  do?”  “Encourage 
him,”  I said.  He  responded,  “You’ve  got  to  be  kid- 
ding.” “Absolutely  not,”  I said,  “just  stop  and  think 
for  a minute.  I’ve  known  you  for  a number  of  years 
and  I know  that  you  enjoy  what  you  do.  How  many 
people  do  you  know  who  get  to  spend  their  lives  doing 
the  things  they  really  like  to  do.  Also,  we  make  a 
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pretty  good  living.”  He  stopped  and  thought  for  a few 
minutes  and  said,  “Well,  I guess  you’re  right.” 

In  recent  months  it  has  come  to  my  attention  that 
we  are  having  fewer  applicants  to  medical  school  than 
we  have  in  a long  period  of  time.  Also,  the  caliber  of 
student  has  fallen  somewhat  from  what  it  has  been.  It 
is  becoming  evident  that  fewer  and  fewer  people  who 
are  going  into  medicine  are  going  into  primary  care. 

While  the  oversupply  of  physicians  continues  to  be 
of  concern  in  most  quarters,  there  will  always  be  room 
for  bright  young  people  in  medicine.  We  should  en- 
courage these  people  rather  than  discourage  them. 

One  of  the  lessons  that  I learned  early  from  my  father 
was  the  joy  of  practicing  medicine.  There  was  never 
a day  when  he  did  not  look  forward  to  going  to  work. 
When  asked  what  his  hobby  was,  he  would  give  one 
or  two  answers:  practicing  medicine  or  Huntsville  Hos- 
pital. One  of  the  more  fortunate  things  in  his  life  was 
that  he  was  able  to  practice  right  up  until  the  time  of 
his  death.  If  you  have  never  known  anyone  who  has 
loved  to  practice  medicine  in  that  way,  then  you  have 
missed  something  in  your  own  life. 

So  maybe  we  have  to  bear  a lot  of  the  blame  for 
the  decrease  in  the  number  of  bright  young  people 
applying  to  medical  school  in  this  day  and  age.  Maybe 
we  are  to  much  the  forecasters  of  gloom  and  doom 
and  should  look  more  on  the  positive  side  of  our  profes- 
sion rather  than  presenting  a negative  outlook.  Our 
generation  has  the  responsibility  to  see  that  bright  young 


people  continue  to  apply  to  medical  school  and  fill  the 
ranks  of  those  with  M.D.  after  their  name. 

If  in  years  to  come  the  practice  of  medicine  isn’t 
what  it  should  be,  then  it  is  we  who  have  to  bear  the 
blame.  The  medical  profession  has  had  in  the  past, 
and  will  have  in  the  future,  a great  opportunity  to  shape 
its  own  direction.  An  example  of  what  can  be  accom- 
plished when  doctors  unite  in  a common  cause  is  the 
passage  of  tort  reform  last  year.  An  example  of  what 
can  be  lost  when  they  do  not  participate  is  the  Mas- 
sachusetts Mandatory  Assignment  for  Licensure  and 
the  small  percentage  there  participating  in  their  Med- 
ical Association  and  state  PAC  movement. 

If  we  do  not  like  some  of  the  things  that  have  hap- 
pened to  medicine  in  recent  years,  we  must  bear  some 
of  the  responsibility.  Those  that  went  before  us  left  us 
a legacy  of  the  finest  medical  delivery  system  in  the 
world.  We  have  an  obligation  to  those  that  come  after 
us  to  see  that  it  remains  such  and  that  medicine  remains 
the  finest  profession  that  will  attract  bright  young  peo- 
ple of  the  future. 

This  year  has  been  an  honor  and  a pleasure.  I hope 
that  I have  been  worthy  of  the  confidence  that  has  been 
placed  in  me.  H 
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we  must  all  get  back  to  what  we  should  have  been 
concentrating  on  all  along  — the  patient  comes  first, 
above  everything. 

“There  has  been  an  understandable  tendency  in  re- 
cent years  for  us  to  become  distracted  by  all  the  market 
commotion.  In  the  process,  we  may  have  been  enticed 
into  making  market  concerns  more  pressing  than  pa- 
tient concerns.  This  is  wrong. 

“It  is  wrong  because  our  job  is  patient  care.  And 
it  is  wrong,  from  a selfish  standpoint,  because  our 
influence  is  still  strong  with  individual  patients.  We 
may  not  have  the  voice  we  once  had  in  Washington; 
we  may  not  have  the  influence  we  once  had  with  car- 
riers and  with  big  business.  But  we  remain  strong  in 
our  individual  relationships  with  patients. 

“It’s  not  the  government  they  turn  to  for  care;  not 
the  insurance  company,  not  the  system  — it’s  their 
doctor,  in  whatever  setting  they  find  him.  That  rela- 
tionship is  our  calling.  It  is  also  our  salvation.  In  the 
final  analysis,  what  patients  think  about  any  health 
care  delivery  system,  from  private  practitioner  to  the 
huge  prepaid  plan,  is  determined  by  the  patient’s  re- 
gard, whether  high  or  low,  for  the  physician’s  care. 

“If  we  do  our  best  at  all  times,  the  millions  of 
American  patients  will  fight  our  battles  for  us.  They 
will  determine  what  the  political  future  holds  for  our 
profession.  After  all,  patients  are  numbered  in  the  tens 
of  millions;  doctors  only  in  the  hundreds  of  thousands. 
It  follows  that  our  clout  nationally  is  a function  of  how 
well  we  serve  those  millions  of  patients  who  are  the 
voters  Congress  must  satisfy  in  the  end.’’ 

You  will  see  in  this,  as  in  other  of  Dr.  Leitner’s 
convictions,  the  unmistakable  influence  of  the  family 
farm;  personal  integrity;  do  it  right  the  first  time  and 
every  time;  the  fundamental  importance  of  human  re- 
lationships; and,  above  all  perhaps,  interest  in  and 
concern  for  people  and  their  paramount  worth  as  in- 
dividuals. That  is  not  an  act;  he  means  it. 

William  A.  Leitner  was  bom  in  the  depression  year 
of  1935.  His  father  was  then  a sophomore  at  Clemson. 
When  his  father  graduated,  the  Leitners  moved  back 
to  the  family  farm  at  Marion,  to  dairying  and  growing 


cotton  and  tobacco.  Then  his  grandfather  died  in  1939, 
and  his  father  the  following  year.  The  family  farm  was 
in  jeopardy. 

“My  mother  and  grandmother  tried  to  hold  the  farm 
together  for  four  years,  but  it  didn’t  work  out.  We  got 
out  of  farming  during  World  War  II.’’ 

Shortly  after  the  war  his  mother  remarried;  young 
Bill  Leitner  was  fortunate.  His  stepfather  was  a good 
man,  an  agricultural  engineer  who  headed  the  engi- 
neering department  of  the  South  Carolina  Agricultural 
Extension  Service. 

“When  I was  a sophomore  in  high  school,  my  step- 
father, of  who  I am  very  fond,  came  to  me  and  said; 
‘Now  look,  with  your  birthday  I want  you  to  go  to 
college  next  year  so  you  will  be  a sophomore  when 
you  become  eligible  to  go  to  Korea.  I want  you  to  be 
an  officer  if  you  can.  . . . ’ 

“So  I finished  high  school  a year  early  and  went  to 
Clemson  a year  early.  I was  interested  in  chemistry 
and  he  was  an  engineer.  He  thought  chemical  engi- 
neering would  be  a good  field  for  me.  He  convinced 
me.’’ 

After  he  received  his  degree  in  chemical  engineering 
from  Clemson,  the  Army  called.  He  spent  most  of  his 
two  years  of  service  in  the  legal  office  at  Fort  Benning, 
Columbus,  Georgia. 

As  another  example  of  the  inscrutable  wisdom  of 
the  Army  in  job  placement,  the  young  chemical  en- 
gineer was  designated  a trial  counsel.  He  spent  13  long 
months  trying  cases  of  AWOL  and  “that  kind  of  mess’’ 
and  holding  hearings  for  alleged  homosexuals.  Those 
found  guilty  of  the  allegations  were  “boarded  out  of  j 
the  service.’’ 

It  was  not,  as  might  be  deduced,  the  most  enlight- 
ening of  times  for  Bill  Leitner. 

It  would  have  been  the  most  dismal  of  times  for  the 
young  chemical  engineer  except  for  the  serendipitous 
discovery  of  his  future  bride,  the  lovely  Dena  Weth-  . 
erbee,  lately  of  Camden,  Alabama.  She  was  teaching 
in  the  Columbus  school  system. 

His  two  years  completed,  he  opted  for  graduate  work 
at  Georgia  Tech,  that  institution  chosen  less  for  its 
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without  a history  of  atlergy  or  broncluai  asthma.  Possible 
exacerbation  or  activation  ol  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  the  bioavailahility  ol  the  hydrochlorothiazide 
component  ol  Dyazide ' is  about  50%  ol  the  bioavailabitity  ol  the 
single  entity  Theoretically,  a patient  trarislerred  horn  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  Ituid  retention  Similarly  it  is  also 
possible  lhal  the  lesser  hydrochlorothiaziile  bioavailabitity  could 
lead  to  increased  serum  potassium  levels  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  I ACT)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  ’ Dyazide'  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  Iluids.  and  during 
concurrent  use  with  ampholericin  B or  corticosteroids  or 
corticotropinlAC THI)  Periodic  BUN  and  serum  creatinine 
dnterminalions  should  be  made,  especially  in  the  elderly  diabetics 
or  those  with  suspected  or  contirrned  renal  insulliciency. 
Cumulative  ellects  ol  the  drug  may  develop  in  patients  with 
impaired  renal  liinction  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  luriction  They  can  precipitate  coma 
III  patients  with  severe  liver  disease.  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia.  Ihrombocyloperiia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazirles  Thiazides  may  cause  mariileslation  ol  latent  diabetes 
mellitiis  The  ellects  ol  oral  anticoagulants  may  he  decreased 
when  used  coriciirriintly  with  hydrochlorothiazide,  dosage 
ad/ustmenls  may  he  necessary  Clinically  insignilicant  reductions 
III  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  ellect 
ol  nondepolarizing  muscle  relaxants  such  as  tuhocurarme 
Triamterene  is  a weak  lolic  acid  antagonist  Do  periodic  blood 
studies  III  cirrhotics  with  splenomegaly  Antihyperlensive  ellects 
may  be  enhanced  in  post  sympathectomy  patients  Use  cau- 
tiously in  siiigicai  palienis  Tiiamleieiie  has  been  lourid  in  lenai 
stones  in  association  with  the  other  usual  calculus  components 
Iberelore.  'Dyazide'  should  be  used  with  caution  in  patients  with 
histories  ol  slone  lornialion  A lew  occurrences  ol  acute  renal 
lailiire  have  been  reported  in  patients  on  Dyazide ' when  treated 
with  indnnielbaciri  Therelore.  caiilinn  is  advised  in  administering 
nonsteroidal  anil  iiiltanimainry  aiienis  with  'Dyazide'  The. 


lollowing  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' inlerleres  with  lluorescent  measurement  ol 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide  '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  ol  potassium-rich 
loods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  delicit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  ol  severe  hyponatremia.  Serum  PBt  levels  may  decrease 
without  signs  ol  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides  Dyazide ' should  be  withdrawn  belore 
conducting  tests  lor  parathyroid  lunclion.  Thiazides  may  add  to  or 
potentiate  the  action  ol  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ol  lithium  and  increase  the  risk  ol  lithium 
toxicity. 

Adverse  Reactions:  tdluscte  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  aicohol. 
barbiturates,  or  narcotics)  Necrotizing  vasculitis,  paresthesias, 
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reputation  in  engineering  than  for  its  proximity  to  Co- 
lumbus, Dr.  Leitner  admits  today. 

But  Army  life  and  the  discovery  of  the  love  of  his 
life  had  somehow  changed  his  attitude  toward  chemical 
engineering.  It  no  longer  seemed  enough. 

“It  became  more  and  more  obvious  to  me  that  I was 
not  cut  out  for  engineering.  It  seemed  too  far  from  the 
action  to  the  results.  It  was  then  I turned  to  medicine 
because  I wanted  to  do  something  ‘more  worth- 
while.’” He  and  Dena  were  married  in  1959. 

He  already  had  all  his  requisite  pre-med  studies  but 
biology,  which  he  took  at  Georgia  Tech.  After  two 
years,  he  found  himself  in  the  class  of  1964  at  the 
Medical  College  of  Alabama.  Dena  taught  school  at 
Mountain  Brook,  and  here  began  a remarkable  chain 
of  circumstances  that  profoundly  influenced  their  fu- 
ture: 

One  of  her  star  pupils  of  pupils  was  Sam  Cohn,  son 
of  Samuel  K.  Cohn,  M.D.,  Birmingham  urologist. 
Dena’s  father  was  a patient  of  Dr.  Cohn’s.  (Sam  Cohn, 
Jr.,  Ph.D.,  is  now  a noted  professor  at  Brandeis,  one 
of  the  two  or  three  people  in  the  world  specializing  in 
computer  applications  to  ancient  art  and  manuscripts.) 

Also  while  in  med  school.  Dr.  Leitner  extemed  at 
St.  Vincent’s.  (All  these  loose  strands  were  to  come 
together  in  1972,  when  Dr.  Leitner  joined  Dr.  Cohn’s 
urology  group.) 

Fourth  in  his  graduating  class,  young  Dr.  Leitner 
had  been  accepted  for  a residency  at  Johns  Hopkins, 
but  Hopkins  directed  that  he  go  to  Duke  first.  He  and 
Dena  found  a home  in  Duke,  which  at  the  time  was 
reputed  to  have  a better  urology  program  than  did 
Hopkins.  Dr.  Leitner  accordingly  resigned  his  Hopkins 
residency  and  stayed  on  at  Duke  for  the  completion 
of  his  training. 

While  in  Durham  he  met  a Macon,  Georgia,  urol- 
ogist, Ralph  Newton,  M.D.,  through  a mutual  friend, 
a Durham  urologist.  One  thing  led  to  another  and, 
finishing  at  Duke,  Dr.  Leitner  joined  Dr.  Newton  in 
Macon. 

It  was  not  the  happiest  of  times  for  the  Leitners: 

“I  had  more  work  than  I could  shake  a stick  at. 
There  didn’t  seem  to  be  any  end  of  it.  I worked  every 
day,  worked  on  my  day  off,  came  home  late  and  left 
early.  But  1 could  have  adjusted  to  that  a lot  better  if 
I had  access  to  an  academic  system,  which  I missed. 
I became  increasingly  annoyed  because  we  had  to  send 
the  big  cases  out,  cases  we  could  have  handled  had 
we  had  the  facilities.  Everyone  was  horribly  over- 
worked.” 

Because  Dena  had  taught  Dr.  Cohn’s  son,  and  be- 
cause Dr.  Cohn  was  her  father’s  doctor.  Dr.  Leitner 
inquired  of  the  Birmingham  urologist  for  advice  on 
his  next  move.  He  was  asking  for  advice,  not  a job. 


but  Dr.  Cohn  volunteered  that  his  group  would  like  to 
have  him  in  a year  although  no  vacancies  then  existed. 

Dr.  Leitner  served  out  that  year  in  Macon,  and  moved 
to  Birmingham  in  1972.  Now  in  the  Urology  Associates 
group,  he  has  recently  moved  into  a new  office  at  2700 
10th  Avenue  South,  just  behind  St.  Vincent’s. 

His  first  entry  into  organized  medicine  was  as  sec- 
retary-treasurer (later  President)  of  the  Medical  School 
Alumni  Association.  He  took  it  from  its  infancy,  with 
perhaps  16  attending  a meeting,  to  the  now  heavily 
attended  Alumni  Weekend,  which  has  come  to  be  an 
institution  that  has  attracted  600  old  grads. 

In  the  late  70s,  when  the  MAS  A representative  to 
the  Blue  Cross  board  left  that  body.  Dr.  Leitner  was 
persuaded  by  Derrill  Crowe,  M.D.,  and  Ronald  Hen- 
derson, M.D.  (both  then  on  the  Board  of  Censors)  to 
consider  that  job.  He  accepted  the  Board’s  appoint- 
ment to  the  Blues  board.  In  a short  time.  Dr.  Hen- 
derson drafted  Dr.  Leitner  for  help  in  a Jefferson  County 
fund-raising  for  Alapac.  Then  came  a nomination  to 
the  Jefferson  County  Medical  Society’s  Mediation  and 
Medical  Ethics  Committee,  on  which  he  served  for 
several  years.  That  led  to  the  vice  presidency  of  the 
county  society  and  then  the  presidency. 

When  Dr.  Crowe  decided  to  resign  from  the  Board 
of  Censors  in  late  1981,  he  asked  Dr.  Leitner  if  he 
would  consider  serving,  if  appointed,  to  the  unexpired 
term.  Again  Dr.  Leitner  yielded  to  the  influence  of  the 
famous  Class  of  ’62,  which  includes  Drs.  Crowe  and 
Henderson,  along  with  Drs.  Kenneth  C.  Yohn,  im- 
mediate past  president  of  the  Association,  and  Earle 
Riley,  current  Chairman  of  the  Board  of  Censors. 

Dr.  Leitner  is  also  an  AM  A Delegate. 

Had  Dr.  Leitner  not  served  his  two  years  in  the  Army 
and  done  graduate  work  at  Georgia  Tech,  he  would 
have  been  in  a class  or  two  ahead  of  the  famous  movers 
and  shakers  of  ’62.  Instead,  he  was  two  years  behind 
and  they  became  his  mentors  in  organized  medicine 
rather  than  he  theirs. 

Dr.  Leitner  was  up  for  election  (unopposed)  to  the 
Board  of  Censors  when  the  medical  staff  at  St.  Vin- 
cent’s decided  it  needed  some  input  into  the  admin- 
istration of  the  hospital.  The  staff’s  first  choice  for  a 
medical  director  was  unacceptable  to  the  Administra- 
tion. After  some  deliberations.  Dr.  Leitner  emerged 
as  the  compromise  candidate  acceptable  to  both  sides. 

He  took  the  job,  which  added  a good  12  hours  to 
his  work  week,  but  felt  he  was  spreading  himself  pretty 
thin.  Feeling  he  could  not  do  justice  to  all  the  outside 
work  he  had  taken  on,  he  chose  to  step  down  from  the 
Board  of  Censors. 

A couple  of  years  ago,  after  the  St.  Vincent  job  had 
settled  into  something  approaching  routine,  the  Class 
of  ’62  struck  again. 

At  a breakfast  meeting.  Dr.  Riley  confided  that  after 
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Carl  C.  Grote,  Jr.,  M.D.,  there  were  no  obvious  can- 
didates for  presidency  of  the  Association  and  would 
he  consider  a nomination?  He  would.  This  month  he 
takes  office  at  annual  session  in  Montgomery. 

The  Leitners  daughter  Leigh,  a Phi  Beta  Kappa  grad- 
uate of  the  University  of  Virginia,  is  employed  as  an 
analyst  with  Morgan  Stanley  in  New  York  City.  Son 
Bill  is  a Junior  at  Washington  & Lee  who  vows  he 
plans  to  go  to  medical  school.  (Dr.  Leitner:  “If  he  is, 
he’s  taking  a rather  peculiar  route.  At  the  moment  he 
is  majoring  in  journalism  and  economics  and  will  prob- 
ably get  his  degree  in  economics.  But  he  says  he  is 
going  to  get  his  pre-med  out  of  the  way  at  some  point 
and  study  medicine.  We’ll  see.’’) 

As  has  been  the  custom  in  Alabama  Medicine  over 
the  past  several  years,  the  incoming  president  is  in- 
terviewed on  his  thoughts,  plans,  worries  and  hopes. 
The  following  exchange  took  place  Feb.  29,  1988  in 
Birmingham: 

Question:  Apart  from  your  many  roles  in  organized 
medicine,  you  have  had  some  rather  extensive  expe- 
rience as  medical  staff  liaison  to  hospital  administra- 
tion. What  have  you  learned  in  that  capacity? 

Answer:  “I’ve  learned  a lot  about  administration 
and  a fair  amount  about  running  a hospital.  I spent  12 
hours  a week  at  first  in  my  role  as  medical  director 
but  now  I spend  about  6 hours.  There  are  some  really 
tough  decisions.  Sometimes  the  hospital  must  deny 
things  that  seem  reasonable.  I have  learned  that  re- 
sources are  finite.  But  it  helps  if  there  is  a represent- 
ative of  the  medical  staff  with  his  foot  in  administra- 
tion. It  helps  to  soften  hard  decisions  and  to  at  least 
make  them  more  understandable.’’ 

Q:  From  our  previous  conversations,  I gather  that 
you  intend  to  make  one  of  the  themes  of  your  term  as 
MASA  President  a “Back  to  Basics”  advocacy.  Would 
you  elaborate? 

A:  “By  that  I mean  that  physicians  need  to  reded- 
icate themselves  to  patient-oriented  care.  I think  we 
may  have  drifted  from  what  should  be  our  course,  and 
was  before  all  the  recent  disruptions  blew  us  off  it.  I 
see  no  other  way  for  the  physician  to  recapture  his 
influence  and  autonomy  than  to  intensify  his  commit- 
ment to  his  patients. 

“If  all  doctors  do  that  in  earnest,  it  would  be  a 
return  to  no  more  than  what  we  should  have  been  doing 
all  along.  It  will  also  increase  our  influence,  which  is 
at  low  ebb,  certainly  in  Washington.  Rebuilding  in- 
fluence and  clout,  through  millions  of  patient  encoun- 
ters, may  strike  some  physicians  as  less  than  dramatic. 
But  we  don’t  have  any  other  options,  as  1 see  it,  no 
alternative  to  rebuilding  brick-by-brick  the  influence 
we  once  had. 

“That  influence  came,  1 believe,  as  the  product  of 


millions  of  Americans  being  satisfied  with  their  in- 
dividual doctors.  Maybe  we  have  forgotten  those  origins 
of  our  esteem.  Or  maybe  we  have  traded  on  them  too 
long  without  replenishing  the  source. 

“Whatever  it  is,  if  American  patients  are  satisfied 
with  medical  care,  they  will  fight  our  political  battles 
for  us.  Congressmen  may  not  be  as  attentive  as  they 
once  were  to  the  aspirations  and  concerns  of  a half- 
million or  so  physicians.  But  you  can  be  sure  they 
listen  to  the  millions  in  the  electorate,  and  they  are 
our  patients. 

“Therein  lies  our  strength.  If  we  practice  the  best 
medicine  we  can,  treat  our  patients  with  dignity  and 
respect,  try  to  help  them  with  their  insurance  and  other 
problems  associated  with  their  illness,  show  them  we 
genuinely  care,  the  dividends  will  be  at  least  twofold: 
We  will  be  doctors  again  rather  than  merchants  or 
entrepreneurs.  And  we  will  have  as  our  lobby  millions 
upon  millions  of  satisfied  patients  to  form  the  national 
consensus  that  will  determine  the  future  of  health  care 
in  this  country. 

“lam  persuaded  this  is  our  only  access,  our  only 
way  to  influence  the  system.  What  better  lobby  could 
we  have  than  the  whole  American  electorate? 

“By  back-to-basics  I also  mean  big  things  and  small 
things  that  we  may  have  let  slip  in  recent  years.  Phy- 
sicians should,  for  example,  spend  more  time  on 
scheduling.  Patients  hate  to  wait.  We  all  do.  Of  course 
some  wait  is  often  inevitable,  but  we  can  do  more  to 
minimize  it. 

“A  recent  President  of  the  Los  Angeles  County 
Medical  Association  put  it  well  when  he  said  that  for 
the  private  practitioner  marketing  comes  down  to  this: 
‘Find  out  what  patients  like  and  give  them  more  of  it. 
Find  out  what  patients  don’t  like  and  give  them  less.’ 
It’s  that  simple  and  I think  most  of  us  can  find  ways 
to  improve  delivery  of  services. 

“What  I am  saying  is  that  carriers  do  not  listen  to 
us.  Their  customers,  those  they  have  decided  they  must 
please,  are  those  companies  and  institutions  that  buy 
from  them.  The  government  is  not  going  to  listen  be- 
cause it  has  other  constraints.  So  the  major  buyers  of 
health  care,  public  or  private,  are  thinking  mainly  of 
the  bottom  line.  Cost,  at  least  for  now,  is  everything 
with  them.  But  patients  can  only  be  pushed  so  far,  and 
carriers  know  it.  To  a very  real  degree,  we  control 
what  patients  think.  In  the  world  of  commerce,  such 
an  interface  with  the  consumer  is  called  ‘point  of  sale 
advertising.’  And  it  has  significant  effect  on  buyer 
attitudes  and  choices.  In  short,  we  can  control  public 
opinion,  the  final  arbiter,  far  more  than  we  may  un- 
derstand. 

“Another  basic  1 hope  we  can  return  to  is  physician 
involvement  in  community  affairs.  Nothing  burnishes 
the  public  image  of  the  doctor  as  a public-spirited 
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citizen  better  than  our  working  shoulder-to-shoulder 
with  other  citizens  on  pressing  community  concerns. 
There  was  a time  when  the  physician  was  expected  to 
be  one  of  the  pillars  of  his  community.  I would  like 
to  see  that  time  return. 

“We  also  need  to  get  involved  with  youngsters, 
encouraging  bright  and  ambitious  young  people  to  con- 
sider medical  science  as  a career.  Jim  Sammons  has 
hammered  away  at  this  theme  and  we  should  pick  up 
on  it.  Medical  school  applications  are  plummeting. 
Worse,  some  of  the  best  students,  for  a variety  of 
reasons,  are  turning  away  from  medicine.” 

Q:  In  other  words,  your  prescription  for  back  to 
basics  is  quite  complex? 

A:  “Yes  it  is,  but  only  because  the  problem  itself 
is  complex.  For  too  long,  I believe,  we  have  let  slide 
considerations  that  were  once  obligatory  to  practice. 
To  cite  another  facet:  American  women  purchase  two- 
thirds  to  three  quarters  of  all  health  care  — and  may 
influence  much  of  the  rest.  Obviously,  then,  organized 
medicine  must  be  very  attentive  to  what  the  American 
woman  wants  and  expects. 

“As  wives  and  mothers,  women  have  been  quoted 
in  polls  as  faulting  American  medicine  for  not  paying 
more  attention  to  prevention.  For  example,  they  cite 
our  absence  in  the  rediscovery  of  exercise,  which  has 
become  a national  phenomenon,  touching  almost 
everything.  Are  they  right?  They  may  well  be.  Why 
didn’t  we  sponsor  aerobics?” 

Q:  And  what  office  protocols  do  you  believe  could 
be  stressed  to  satisfy  women? 

A:  “All  the  above,  of  course,  but  also  including 
such  good  practice  procedures  as  the  follow-up  — we 
call  it  our  exit  poll  — to  make  sure  you  are  delivering 
the  product  you  think  you  are.  Everyone  appreciates 
the  follow-up  call,  but  women  particularly.  They  are 
very  value-conscious,  as  the  market  research  folks  will 
tell  you.  They  also  expect  us  to  help  guide  them  through 
the  insurance  maze,  and  that  should  be  a part  of  our 
service  freely  and  cheerfully  provided.” 

Q:  You  are  saying  then  that  for  the  American  phy- 
sician to  regain  his  autonomy  and  control  he  must 
earn  it  with  the  public? 

A:  “Precisely.  We  simply  need  to  be  a little  bit 
better  in  some  areas  and  a whole  lot  better  in  others, 
if  we  are  to  recapture  the  clout  we  had.  The  AM  A is 
going  four  bells  and  a jingle  on  this  right  now;  it  has 
beefed  up  the  Council  of  Scientific  Affairs  to  the  extent 
that  the  press  is  once  again  calling  for  the  authoritative 
word  on  issues  of  the  day.  Great. 

“We  need  to  do  something  similar  in  our  individual 
practices.  We  need  to  constantly  ask  ourselves:  Am 
I indispensable  to  my  patients?  If  we  examine  the 
evidence  objectively  and  doubt  that  our  answer  is  af- 


firmative, we  should  get  busy.  We  should  be  indis- 
pensable.” 

Q:  Will  all  this  assure  the  survival  of  private  prac- 
tice and  fee-for-service  medicine?” 

A:  “I  certainly  believe  so.  But  Robert  Naisbit  in 
Megatrends  was  right  in  one  of  his  themes.  Americans 
do  have  more  choices  today  than  ever  before.  I expect 
to  see  younger  Americans  perhaps  opting  for  an  HMO 
kind  of  care  while  middle-aged  and  older  will  continue 
to  favor  more  traditional  settings.  Right  now,  HMOs 
and  similar  prepaid  mechanisms  are  in  trouble  because 
the  big  companies  who  pay  the  bills  are  squeezing  the 
HMO  dollar  so  tightly  there’s  no  profit  left. 

“But  I would  expect  something  like  HMOs  to  be 
maybe  a third  of  the  market  or  less.  And  private  prac- 
tice itself  is  presently  evolving  toward  the  group  — 
meaning  three  physicians  or  more.  Some  are  saying 
that  the  optimum  may  be  15  in  a group  — just  enough 
to  afford  a marketing  budget  and  small  enough  to  be 
run  by  one  person. 

“HMOs  may  have  been  oversold  on  the  economy- 
of-scale  theory.  There  are  just  so  many  things  you  can 
accomplish  in  an  office  to  become  more  efficient,  and 
those  can  be  accomplished  in  an  office  of  three  phy- 
sicians as  well  as  in  an  office  of  12  or  15.  HMOs  have 
been  eaten  up  by  administrative  costs.  And  there  may 
in  fact  be  a practical  limitation  on  size.  By  way  of 
comparison,  in  other  business  and  industry  there  is  a 
definite  trend  away  from  bigness  toward  smaller  op- 
erating units,  which  are  seen  as  more  efficient  and 
more  economical.  The  smaller  operating  unit  defines 
most  of  private  practice.” 

Q:  What  is  the  biggest  problem  facing  organized 
medicine  in  the  near  term? 

A:  “I  would  like  to  answer  that  in  parts.  The  biggest 
internal  problem  on  the  horizon  is  the  controversy  that 
may  follow  release  of  the  Harvard- AMA  relative  value 
scale.  If  that  scale,  due  out  this  summer,  proposes 
some  rather  large  reductions  for  certain  specialties  and 
procedures,  it  is  going  to  be  very  difficult  to  hold 
organized  medicine  together  and  to  prevent  small  groups 
from  approaching  legislative  bodies  to  cut  deals  of  their 
own.  The  relative  value  scale  may  expose  the  fact,  or 
the  allegation,  that  some  specialties  are  not  receiving 
their  due  while  others  may  be  receiving  too  much. 
Obviously,  here  you  have  the  makings  of  a serious 
controversy  which  could  be  very  divisive. 

“The  most  emotional  external  problem  right  now 
here  in  Alabama  is  the  liability  situation.  Our  biggest 
responsibility  is  to  make  sure  the  tort  reforms  are  not 
overturned  by  the  courts.  That  means  that  the  Supreme 
Court  races  are  all  important.  Our  goals  should  be  to 
elect  judges  who  are  reasonable  and  fair,  judges  who 
will  be  guided  by  what  is  appropriate  for  the  people.” 

Q:  How  would  you  rank  these  state  races  against, 
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say,  the  election  of  the  next  President? 

A:  “For  the  self-interest  of  Alabama  physicians  I 
believe  the  make-up  of  the  State’s  Supreme  Court  is 
more  important  than  who  the  next  President  will  be.” 

Q:  But  overall,  encompassing  all  the  above,  you 
would  say  that  the  restoration  of  physician  autonomy 
is  the  paramount  concern? 

A:  “Without  question,  because  all  other  problems 
fall  under  this  rubric.  What  we  are  seeing,  as  every 
doctor  knows,  are  administrative  restrictions  being 
placed  on  medicine  by  the  payors  of  the  bills  and  their 
customers  who  are  buying  the  product.  That,  to  my 
mind,  is  the  biggest  difficulty  we  have.  And  it  is  grave. 
It  involves  wrenching  away  the  technical  aspects  of 
medicine  from  the  hands  of  the  person  who  has  tra- 
ditionally made  the  decisions  — from  the  hands  of  the 
person  in  whom  society  has  invested  about  $125,000 
to  teach  him  to  do  what  he  does;  from  the  hands  of 
the  person  licensed  and  charged  by  the  law  with  the 
responsibility. 

“The  loser  is  the  public.  Unfortunately  I don’t  see 
any  immediate  solution  as  we  go  down  this  competitive 
road  until  the  public  rises  up  and  decides  it  is  not 
getting  the  quality  it  wanted.  I see  less  enthusiasm  in 
Washington  for  the  regulatory  model.  Although  HCFA, 
Medicare  and  Medicaid,  are  regulatory  minded,  only 
one  of  the  candidates  for  President,  for  example,  could 
be  described  as  regulatory  zealot.  So  far  as  we  know. 
But  the  competitive  road  is  our  biggest  worry  right 
now.  By  competitive  I mean,  of  course,  the  pressure 
to  cut  costs  without  much  regard  to  consequences. 

“Again,  our  best  hope  is  to  provide  excellence  at 
every  turn  and  thus  convince  the  public  that  private 
interests  can  do  it  better  than  government  or  other 
interlopers.  Still  another  aspect  of  the  story  we  need 
to  tell  is  the  amount  of  time  physicians  are  forced  to 
spend  carrying  out  tasks  that  don’t  involve  patient-care 
decisions.  That  is  inefficient  from  society’s  standpoint. 
It’s  wasteful.  I spend  two  hours  a day  handling  tele- 


phone calls  on  matters  that  don’t  involve  patient  care. 
And  the  time  is  going  up,  as  I see  it. 

“It’s  all  part  of  shifting  the  burden  of  administrative 
services  away  from  those  who  pay  the  bills  to  those 
who  provide  the  services.  And  it  is  by  design.” 

Q:  A final  word  then  on  the  success  or  failure  of 
alternatives  to  traditional  care.  Taking  the  long  view, 
what  do  you  foresee? 

A:  “Again,  Americans  do  have  more  choices  than 
ever  before.  Prepaid  plans  are  not  bad  per  se.  They 
have  a place  in  the  scheme  of  things.  For  some  people 
— the  young,  for  example  — in  some  circumstances, 
they  may  be  appropriate.  But  they  have  a built-in  lim- 
itation, an  intrinsic  flaw,  that  restricts  their  success. 
Basically,  they  are  all  plans  for  rationing,  at  one  level 
or  another,  and  by  one  device  or  another.  Those  that 
deliver  quality  care,  and  some  may,  are  not  to  be 
scorned.  Those  that  don’t  deliver  quality  and  place 
patients  at  risk  — those  are  not  only  to  be  discouraged 
but  they  are  to  be  actively  opposed. 

“In  whatever  configuration  care  is  delivered,  the 
one  test  that  should  concern  organized  medicine  is 
quality  of  the  product.  That  means  we  should  not,  for 
example,  discourage  all  HMO  efforts,  because  some 
of  them  may  do  very  well.  What  we  want  to  drive 
from  the  market  are  those  that  do  not  have  the  patient’s 
interest  at  heart,  those  that  exploit  patients. 

“lam  comfortable  with  the  HMO  concept  as  long 
as  it  provides  quality  care;  I am  uncomfortable  with 
it  when  the  reverse  is  true,  when  services  are  withheld 
for  economic  reasons. 

“But  exploitation  can  also  occur  on  the  fee-for- 
service  side  when  services  are  expanded  inappro- 
priately.” 

All  of  which  provides  a fair  sampling  of  Dr.  Leit- 
ner’s  reflections  on  a wide  range  of  topics.  In  his 
comments  you  may  see  traces  of  his  early  life  on  that 
South  Carolina  farm  and  perhaps  just  a tad  here  and 
there  of  the  engineer  insisting  on  qualitative  and  quan- 
titative analysis  at  every  juncture. 

If  so,  all  the  more  reason  Alabama  physicians  should 
benefit  by  Dr.  Leitner’s  year  as  MASA  President. 
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PHYSKIANS, 
SOIEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  oppxjrmnities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearbv  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOUU  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend 
with.  Likeexcessivepaperwork,  andthe 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewarding  experience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  with  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

Ifyou'reinterested  in  practicinghigh 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  toyour  local  Army 
Medical  Department  Counselor  for 
more  information 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


ARMY  HEALTH  CARE  TEAM 
MID-MEMPHIS  TOWER  BLDG. 
SUITE  702 
1407  UNION  AVE. 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  725-5851 

ARMY  RESERVE  HEALTH  CARE  TEAM 
2100  6TH  AVENUE  EAST 
SUITE  303 

BIRMINGHAM,  AL  35205 
CALL  COLLECT:  (205)  930-9719 


Adefense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


YOCON* 

YOHIMBINE  HCI 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer, while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy'  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  ^ healthy. 


No  one  faces 

cancer  alone. 

AMERIOXN  CANCER  SOOETY® 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkyiamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ^ ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Supplied:  Oral  tablets  of  Yoconr  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


ExraCTTOR 

NEXT  PATIENT  ON 
INDERAE  LATO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60, 80, 120, 160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAl?  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INOERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
tor  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hyp^rophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Ciinical  improvement  may  be  temporary. 
CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  Inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and. 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  intermption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  Indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WfTH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  Its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  Isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
Insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  Tj,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  r^laced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
h^atic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-biocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  eiimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations: vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switch^  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  Is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weeks  (see 
WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should  be  discontinued.  H may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  lor  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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1987  Medical  Foundation 

Builders 


The  Medical  Foundation  of  Alabama  gratefully  ac- 
knowledges the  contributions  it  received  during 
1987  and  further  encourages  all  physicians  to  consider 
a gift  to  the  Foundation  this  year. 

The  non-profit  corporation  was  created  to  address 
new  problems  facing  medicine  and  to  sponsor  solutions 
that  could  not  otherwise  be  adequately  funded  by  the 
Medical  Association. 

During  the  past  year,  the  Foundation  has  helped 
purchase  television  production  equipment  to  be  used 
to  compile  video  tape  programs  for  Continuing  Med- 
ical Education,  AIDS  information  materials,  and  pub- 
lic service  announcements;  has  supported  the  Impaired 
Physicians  Program;  and  has  purchased,  and  distrib- 
uted to  each  MASA  member,  an  outstanding  publi- 

Avent,  C.  Kirk 
Beard,  Jeff  Hixon 
Benkwith,  Sanders  Martin 
Bennett,  Ann 
Bennett,  J.  Claude 
Blackmon,  Sumpter  D. 

Bobo,  Phillip  Kelley 

Boehm,  Gerhard  Arnold  Walter 

Brewington,  Kenneth  Carl 

Brignac,  Raymond  Neil 

Britton,  Arthur  Mead 

Brookwood  Orthopedic  Associates,  P C. 

Burlison,  Pat  Ed 
Byrne,  Thomas  King,  Jr. 

Cain,  Joan  B. 

Cain,  Walter  Scott 
Carmichael,  Sumter  Miller 
Carpenter,  Earl  Lee 
Carraway,  Charles  Ashley 
Cheek,  Jack  Allan,  Jr. 

Childs,  Hoyt  Abner 


cation  detailing  much  of  the  knowledge  currently  avail- 
able about  AIDS. 

Listed  below  are  the  physicians  who  made  contri- 
butions to  the  Foundation  during  the  period  from  Jan- 
uary 1 to  December  31,  1987. 

Gifts  to  the  Medical  Foundation  of  Alabama  are 
received  in  a variety  of  ways:  bequests,  memorials, 
real  estate,  stock  and  monetary  contributions.  Con- 
tributing memberships  to  the  Foundation  are  $100  per 
year.  All  gifts  are  tax  deductible. 

Direct  all  correspondence  to  the  Foundation  to 
MASA  Public  Relations  Director,  Mr.  Holley  Midg- 
ley.  Medical  Foundation  of  Alabama,  P.O.  Box  1900- 
C,  Montgomery,  AL  36197. 


Collins,  Wyatt  E. 

Cooner,  William  Hollis 
Coyle,  Daniel  Joseph,  Jr. 
Craddock,  Lee  Gary 
Crawford,  Carroll  Sanders 
Day,  Jane  Matthews 
Deason,  Alpheus  Monroe 
Dimick,  Alan  Robert 
Eisenhardt,  Otto  Franz 
Elmore,  John  Durr 
Everett,  Gerald  Waddell 
Falwell,  Stephen  Hale 
Ferguson,  Silous  Clye 
Ferlisi,  Joseph  A. 
Finchum,  Robert  Newell 
Garrett,  Julius  Marshall 
Gloor,  Robert  Frank 
Goldfarb,  Paul  M. 

Griggs,  Thomas  McKay 
Guest,  James  L.,  Jr. 
Gurley,  Jerry  Nolan 
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Foundation  Builders 

continued  from  page  27 

Haigler,  Edward  David,  Jr. 

Hamm,  Pat 

Hamrick,  Leon 

Harris,  Edward  Crampton,  Jr. 

Hataway,  Clifford  Jackson 
Haws,  Frank  Phillip 
Hefelfmger,  David  Charles 
Herlihy,  Charles  Edward 
Hicks,  Charles  Roby,  Jr. 

Hicks,  J.  N. 

Higgs,  William  Robert 
Hill,  William  Anderson,  Jr. 

Hillard,  Edward  Dowling 
Hodo,  David  Ward 
Hodo,  John  Baldwin 
Howell,  John  Blanch,  III 
Howell,  William  Jerry 
Hunt,  William  Blackburn 
Hyman,  Jack 

Israel,  Willis  Dwight  Colley 
Jackson,  John  Munford 
Jakes,  Margaret  E. 

Johnson,  Benjamin  Hardy,  III 
Johnson,  Joseph  Wayne 
Johnson,  William  Earle 
Kendrick,  Richard  Mark 
Khoo,  David 
Kimbrell,  Robert  A. 

King,  Robert  Lee,  Jr. 

Kirkland,  Kerry  L. 

Kulkami,  Archana  Prakash 
Lauderdale,  Robert  Ottis,  Jr. 

Lightfoot,  William  Malcolm 
Logue,  Harry  Edward 
Luton,  Norman  Smith 
Mangieri,  Eugene  Anthony 
Mann,  Morris  Bernard 
Martin,  Ben  Robertson 
May,  Charles  E. 

May,  Stuart  Trimble,  III 
Medenbach,  Klaus  F. 

Mciessner,  Harold  Fred 
Montgomery  Cardiovascular  Associates, 
F*.A. 

Moiizingo,  George  Franklin 
Moore,  Joseph  W. 

Moore,  Morgan  Jackson 
Mosley,  Billy  Ray 
Muller,  Donald  J. 

Murchison,  Grover  C.,  Jr. 

McC'lintock,  Richmond  Charles,  Jr. 
McCTory,  Ellann 
McG  ehee,  John  McDuffie 
Nauari,  Rudolph  M. 

Nettles,  James  Dennis 
Obstetrics  & Gynecology  Associates  of 
Flc»rence,  P.C. 


Ophthalmology  Associates  of  Mobile, 
P.A. 

Orthopedic  Associates,  P.C. 

Owings,  William  Orange 
Packard,  John  Mallory 
Patterson,  Charles  W. 

Patton,  David 

Patton,  Rita 

Paul,  Thomas  Otis,  Sr. 

Penton,  George  Blue 
Perry,  Stephen  Ross 
Peters,  Glenn  E. 

Pittman,  James  Allen,  Jr. 

Pressgrove,  Lewis  Wayne 
Preston,  Rhea  Sutphen 
Riley,  Stancel  Martin,  Jr. 

Riley,  William  Earle 
Rogers,  William  Blant 
Roscoe,  Geoffrey  Jocelyn 
Roth,  Robert  Earle 
Ruben,  Ethan  Baruch 
Russell,  John  Ronald 
Rutherford,  Charles  Langdon,  Jr. 
Sawyer,  Samuel  Fleming 
Schoepfle,  Walter  John 
Shelton,  Thomas  Gerard 
Shepard,  Richard  Blount 
Sherlock,  Eugene  Chapman 
Shingleton,  Hugh  M. 

Shotts,  James  Edgar,  Jr. 

Smith,  Robert  Russell 
Sommer,  Hans  Dennis 
Stewart,  William  Robert 
Stone,  John  Everett,  Jr. 

Sullivan,  Cornelius  J.  P. 

Sullivan,  John  Curran 
Swindall,  Alan  Jerry 
Talbot,  William  Hanna,  Jr. 

Tally,  William  Jasper 
Taylor,  Burt  Fowler 
Temple,  James  Pitts 
Thomas,  James  Lloyd 
Thompson,  Ira  Duke 
Tietke,  Wilhelm 
Thead,  Larry  Brent 
Thomas,  Edward  Lamar 
Trammell,  Dale  Edward 
Turnbull,  Roberto  E. 

Turner,  George  Palmer,  Jr. 

Ulrich,  Russell  Dean 

Verna  and  Jack  Wool  Charity  Fund 

Waquespack,  Richard  Wayne 

West,  James  Edward 

Wilcox,  William 

Williams,  Charlie  Brooks,  Jr. 

Williams,  Joseph  Thomas,  Jr. 

Williams,  Tony  L. 

Wilson,  Louie  Cecil 
Winn,  Robert  Martin 
Yates,  James  Richard 
Zorn,  George  L.,  Jr. 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  n years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


Gas  Gangrene 

Recent  Experience  in  Huntsville 

LeRoy  F.  Harris,  M.D.* 


Abstract 

Gas  gangrene  is  a gangrenous  infection  of 
muscle  caused  most  frequently  by  Clostridium 
perfringens  and  less  often  by  C.  novyi  and  C. 
septicum.  Other  nonclostridial  organisms  may 
be  isolated  as  well.  It  usually  is  a sequel  to 
trauma,  surgical  intervention  or  vascular  in- 
sufficiency in  diabetics  and  may  arise  spon- 
taneously or  follow  abortion.  Clinical  mani- 
festations include  pain,  dusky  and  bronzed 
overlying  skin  with  bullae,  crepitance,  tachy- 
cardia out  of  proportion  to  the  slight  temper- 
ature elevation,  hypotension  and  mental  clar- 
ity with  a fear  of  impending  demise.  The 
underlying  muscle  becomes  frankly  necrotic 
with  loss  of  contractility.  The  diagnosis  is  sus- 
pected clinically  and  confirmed  by  gram-stain 
and  culture  of  the  involved  muscle.  Manage- 
ment consists  of  surgical  debridement,  appro- 
priate antimicrobial  therapy  and  supportive 
measures.  The  use  of  hyperbaric  oxygen  is  un- 
settled and  gas  gangrene  antitoxin  no  longer  is 
available  commercially.  The  mortality  rate  has 
ranged  from  0 to  60  percent. 


*Clinical  Associate  Professor  of  Medicine,  School  of  Primary  Medical  Care,  Uni- 
versity of  Alabama  in  Huntsville,  Suite  A,  101  Bob  Wallace,  Huntsville,  Alabama 
35801. 


Gas  gangrene,  or  clostridial  myonecrosis,  a rapidly 
progressive,  life-threatening  infection  of  skeletal 
muscle  caused  by  clostridial  organisms.  Its  incidence 
varies  considerably  with  different  environments.  The 
infection  was  estimated  to  have  killed  over  100,000 
troops  during  World  War  I but  only  22  cases  were 
reported  during  eight  years  of  the  Viet  Nam  conflict.' 
A recent  review  estimated  a yearly  occurrence  of  over 
3000  cases  in  the  United  States,^  yet  few  physicians 
encounter  and  even  fewer  recognize  a case  of  gas  gan- 
grene. We  review  our  experience  with  gas  gangrene 
in  a single  city-county  hospital  to  remind  physicians 
of  this  most  malignant  of  infections. 


Materials  and  Methods 

We  reviewed  the  charts  of  all  patients  discharged 
from  Huntsvile  Hospital,  Huntsville,  Alabama,  with  a 
diagnosis  of  gas  gangrene  for  the  seven  year  period  of 
1981  through  1987,  inclusive.  Gas  gangrene  was  de- 
fined as  a gangrenous  infection  of  muscle  caused  by 
Clostridia.  Clostridia  were  identified  as  spore-forming, 
gram-positive  bacilli  which  grew  anaerobically  and 
formed  colonies  which  were  surrounded  by  a zone  of 
hemolysis  on  blood  agar  plate  and  which  emitted  a 
putrid  odor.  Final  identification  was  made  by  the  Ana- 
Dent®  (API,  Plainview,  New  York). 
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Results 

Table  1 described  the  clinical  features  of  four  cases 
of  gas  gangrene.  The  patients  ranged  in  age  from  19 
to  80  years  and  averaged  48  years.  There  were  two 
females  and  two  males.  Underlying  diseases  and  pre- 
cipitating causes  of  gas  gangrene  included  arterial  in- 
sufficiency, diabetes  mellitus,  elective  abortion,  colon 
cancer  and  gunshot  wound.  The  maximum  temperature 
on  the  first  day  gas  gangrene  was  diagnosed  extended 
from  99.6°  to  103°  F and  averaged  101.6°  F.  The 
infection  involved  the  leg,  uterus,  arm,  perineum  and 
abdominal  wall. 

Table  2 lists  the  laboratory  data,  treatment,  com- 
plications and  outcome  of  four  cases  of  gas  gangrene. 
The  clostridial  species  isolated  consisted  of  C.  per- 
fringens  in  two  cases  and  C.  septicum  and  C.  innocuum 
in  one  case  each,  respectively.  The  leukocyte  count 
on  the  first  day  gas  gangrene  was  diagnosed  ranged 
from  5270  to  33600  per  cu  mm  and  averaged  18500 
per  cu  mm.  Treatment  in  all  patients  comprised  admin- 
istration of  penicillin  or  ampicillin,  as  well  as  other 
antimicrobial  agents,  and  three  patients  underwent  sur- 
gical procedures  including  above  the  knee  amputation, 
total  abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy  and  excision  of  the  abdominal  wall. 
Complications  developed  in  all  patients  and  consisted 
of  acute  renal  failure  in  all  patients  and  hemolytic 
anemia  and  respiratory  failure  in  one  patient  each, 
respectively.  Three  of  the  patients  died  for  a 75  percent 
mortality  rate. 


Discussion 

Clostridia  are  gram-positive,  spore-forming,  anaer- 
obic rods  present  in  soil,  animals  and  the  gastrointes- 
tinal and  female  genital  tract  of  humans.  Over  60  spe- 
cies of  Clostridia  are  recognized  and  approximately  30 
species  are  responsible  for  human  infections.  Although 
growth  proceeds  better  under  anerobic  conditions,  some 
clostridial  species,  especially  C.  perfringens,  are  re- 
markably aerotolerant.  Clostridia  produce  a variety  of 
toxins  which  mediate  infections  caused  by  these  or- 
ganisms.^ 

Gas  gangrene  is  a gangrenous  infection  of  muscle 
caused  by  Clostridia.  Individual  lesions  often  yield  more 
than  one  species  of  Clostridia  as  well  as  other  non- 
clostridial  bacteria.  Clostridia  isolated  from  patients 
with  gas  gangrene  include  most  commonly  C.  per- 
fringens (80  percent)  followed  by  C.  novyi  (40)  percent 
and  C.  septicum  (20  percent).'*  In  our  series  C.  per- 
fringens was  cultured  from  two  patients  and  C.  sep- 
ticum and  C.  innocuum  were  isolated  from  one  patient 
each,  respectively. 

The  pathogensis  of  gas  gangrene  involves  a lowering 
of  the  oxidation-reduction  potential  due  to  trauma,  is- 
chemia, pyogenic  infection  or  the  presence  of  a foreign 


body.  Clostridial  spores  introduced  into  such  an  en- 
vironment convert  to  vegetative  forms  and  release  ex- 
otoxins which  cause  rapidly  progressive  muscle  ne- 
crosis. An  intense  edema  develops  around  the 
gangrenous  muscle  which  further  compromises  blood 
supply.^'* 

Historically  gas  gangrene  has  been  associated  with 
warfare  and  resulting  traumatic  wounds,  gross  con- 
tamination and  delay  in  surgical  debridement.  During 
peacetime  gas  gangrene  is  a sequel  to  one  of  three 
conditions:  trauma,  surgical  intervention  or  vascular 
insufficiency.  Gas  gangrene  after  trauma  often  follows 
an  automobile  accident  and  involves  the  extremities 
of  young  males  who  acquire  the  organism  exoge- 
nously. The  prognosis  is  relatively  favorable.  Patients 
who  acquire  gas  gangrene  postoperatively  also  are  pre- 
dominately male  but  older  than  trauma  victims.  The 
surgical  procedures  usually  involve  the  bowel  or  bil- 
iary tract  and  the  infection  often  is  located  in  the  ab- 
dominal wall  and  viscera.  The  infection  is  thought  to 
be  introduced  endogenously  and  the  outlook  is  poorer. 
Gas  gangrene  as  a consequence  of  arterial  insufficiency 
usually  afflicts  elderly  diabetics  and  occurs  in  the  lower 
extremities.^ 

Less  common  variants  of  gas  gangrene  include  a 
nontraumatic  variety  and  uterine  gas  gangrene.  Non- 
traumatic  gas  gangrene  arises  spontaneously  without 
an  obvious  source.  C.  perfringens  is  the  predominant 
pathogen  and  when  C.  septicum  is  isolated  there  is  a 
remarkable  association  with  a silent  carcinoma,  usu- 
ally of  the  colon.  The  majority  of  patients  with  non- 
traumatic gas  gangrene  suffer  a rapid  demise.  Uterine 
gas  gangrene  usually  results  from  criminal  abortion 
but  has  been  documented  to  follow  normal  delivery.^ 
Gas  gangrene  in  our  patients  developed  in  the  abdom- 
inal wall  following  a gunshot  wound,  in  the  leg  as  a 
consequency  of  arterial  insufficiency  and  diabetes  mel- 
litus, spontaneously  in  the  arm,  leg  and  perineum  in 
a patient  with  colon  cancer  and  in  the  uterus  subsequent 
to  an  elective  abortion. 

The  initial  clinical  manifestation  of  gas  gangrene  is 
increasing  pain  in  the  infected  area  which  spread  as 
the  infection  enlarges.  Local  edema,  swelling  and  ten- 
derness with  a thin  hemorrhagic  fluid  appears  and  the 
overlying  skin  becomes  tense  and  white  followed  by 
dusky  and  bronzed.  Bullae  containing  a dark  red  or 
purple  discharge  are  noted  and  crepitance  is  appreci- 
ated. A peculiar  sweet  odor  suggestive  of  gas  gangrene 
has  been  described.  Systemic  signs  comprise  tachy- 
cardia out  of  proportion  to  the  slight  temperature  el- 
evation, hypotension,  ashen  gray  pallor  and  diapho- 
resis. Mental  clarity  with  fear  of  impending  demise  is 
succeeded  by  a toxic  delirium.' 

The  underlying  muscle  is  at  first  pale  and  edematous 
and  then  as  the  blood  supply  is  lost  it  becomes  brick 
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Specify  Adjunctive 


red,  mottled  purple  and  frankly  necrotic.  Muscle  con- 
tractility is  lost  and  gas  is  detected.  Jaundice  is  dis- 
covered when  gas  gangrene  involves  the  uterus  but 
rarely  when  it  is  located  in  wounds.' 

The  diagnosis  of  gas  gangrene  is  suspected  on  clin- 
ical grounds  and  confirmed  by  direct  visualization  of 
the  affected  muscle.  Gram-stained  smear  of  the  exu- 
date reveals  large  gram-positive  rods.  In  tissue  C.  per- 
fringens  does  not  demonstrate  spores  while  the  other 
toxigenic  Clostridia  often  sporulate.  Isolation  of  Clo- 
stridia in  anaerobic  culture  combined  with  a typical 
clinical  picture  establishes  the  diagnosis  of  gas  gan- 
grene.^ Approximately  15  percent  of  blood  cultures 
are  positive.^  Additional  laboratory  data  consist  of  ane- 
mia, leukocytosis,  renal  insufficiency  and  hepatic  dys- 
function.^ In  our  series  hemolytic  anemia  developed 
in  one  patient,  leukocytosis  was  impressive  in  three 
patients  and  acute  renal  failure  ocurred  in  all  patients 
including  one  patient  who  experienced  concomitant 
respiratory  failure. 

The  differential  diagnosis  features  clostridial  infec- 
tions other  than  gas  gangrene  and  nonclostridial  gan- 
grenous and  crepitant  cellulitis.  Clostridial  cellulitis  in 
the  absence  of  associated  myositis  has  a more  gradual 
onset  and  displays  less  systemic  effects  than  gas  gan- 
grene.® As  its  name  implies,  nonclostridial  gangrenous 
and  crepitant  cellelitis  is  characterized  by  extensive 
necrosis  of  tissue  and  production  of  discernible  quan- 
tities of  tissue  gas.  Some  of  the  more  common  clinical 
entities  which  compose  this  group  of  infections  include 
nonclostridial  crepitant  cellulitis,  necrotizing  fasciitis, 
progressive  bacterial  synergistic  gangrene,  nonclostri- 
dial myositis  and  synergistic  necrotizing  cellulitis.'' 

The  management  of  gas  gangrene  involves  three 
crucial  elements:  surgical  debridement,  appropriate  an- 
timicrobial therapy  and  supportive  measure.  Emer- 
gency surgical  exploration  is  indicated  both  to  deter- 
mine the  nature  and  extend  of  the  process  and  to 
accomplish  extensive  surgical  excision  of  infected 
muscles.  When  gas  gangrene  is  located  in  an  extremity 
amputation  often  is  required.  Antibiotic  administration 
serves  as  an  important  adjunct  to  surgery  with  high 
dose  intravenous  pencillin  G the  agent  of  choice.  In 
the  penicillin-allergic  patient  chloramphenicol  is  sub- 
stituted. Clostridia  in  vitro  are  susceptible  to  metro- 
nidazole but  clinical  experience  with  this  drug  is  lack- 
ing. Additional  antimicrobial  agents  are  added  to 
provide  coverage  for  coexisting  nonclostridial  patho- 
gens. Ancillary  care  consists  of  attention  to  fluid  and 
electrolyte  balance,  adquate  oxygenation  and  main- 
tenance of  sufficient  blood  volume.'’  " Three  of  our 
patients  were  subjected  to  surgical  procedures  and  all 
received  parenteral  penicillin  or  ampicillin  therapy. 
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Each  capsule  contains  S mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunaive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benim  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Physical  and  psycholo^cal  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium*  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranouilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  premancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  laaation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effeaive 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  funaion.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEC  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PI  0186 


When  brain  and  bowel  confbct . 


for  the  Peacanakei: 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety — a distressing  cycle  of  brauvbowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Libriiun®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 
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The  use  of  hyperbaric  oxygen  in  gas  gangrene  is 
unsettled.  Under  laboratory  conditions  hyperbaric  ox- 
ygen is  capable  of  destroying  Clostridia  and  inhibiting 
their  toxin  production.  Unfortunately  no  double-blind, 
controlled  trials  utilizing  hyperbaric  oxygen  therapy 
have  been  performed.  Using  combined  surgical,  an- 
timicrobial and  hyperbaric  oxygen  treatment,  various 
authors  have  reported  mortality  rates  ranging  from  0 
to  53  percent  and  averaging  25  percent^  which  com- 
pares favorably  to  the  results  of  series  without  hyper- 
baric oxygen.^’ ^ The  complications  of  hyperbaric  ox- 
ygen therapy,  although  infrequent,  comprise  oxygen 
toxicity,  barotrauma,  decompression  sickness,  lung 
damage  and  fire.^  The  most  appropriate  indication  for 
hyperboric  oxygen  appears  to  be  when  gas  gangrene 
involves  the  abdominal  wall  in  order  to  forestall  mu- 
tilating surgery.^’  * The  efficacy  of  polyvalent  gas  gan- 
grene antitoxin  is  controversial  and  it  no  longer  is 
available  commercially.* 

The  mortality  rate  of  gas  gangrene  has  ranged  from 
0 to  60  percent^’ ^ and  in  our  series  was  75  percent. 
The  prognosis  adversely  is  affected  when  gas  gangrene 
is  located  in  the  abdominal  wall  and  when  it  occurs 


in  the  elderly.  Laboratory  parameters  which  connote 
a poor  outlook  include  a normal  or  depressed  white 
blood  cell  count,  decreased  platelet  count  and  abnor- 
mal renal  or  hepatic  function.^  B 
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TABLE  1 


Gas  Gangrene  — Clinical  Features 


Patient  No. 

AgelSex 

(years) 

Underlying  disease, 
precipitating  cause 

T max  CF) 

Area  involved 

1 

67/F 

Arterial  insufliciency,  diabetes  mellitus 

102.8 

Leg 

2 

19/F 

Elective  Abortion 

101 

Uterus 

3 

80/M 

Colon  cancer 

99.6 

Arm,  leg,  perineum 

4 

26/M 

Gunshot  wound 

103 

Abdominal  wall 

Note:  T max  = 

maximum  temperature  on  first  day  gas  gangrene  diagnosed. 

TABLE  2 

Gas  Gangrene  — Laboratory  Data,  Treatment,  Complications,  Outcome 

Patient  No. 

Clostridal  species 

WBC 

(cells! cu  mm) 

Treatment 

Complications 

Outcome 

1 

perfringens 

27000 

AKA,  penicillin 

ARF 

Die 

2 

perfringens 

33600 

TAH,  BSO  ampicillin 

ARF,  hemolytic  anemia 

Survive 

3 

septicum 

32440 

Penicillin 

ARF 

Die 

4 

innocuum 

5270 

Excision  pencillin 

ARF,  respiratory 

failure 

Die 

Note:  WBC  = leukocyte  count  on  first  day  gas  gangrene  diagnosed.  AKA  = above  the  knee  amputation,  ARF  = acute  renal  failure,  TAH  = total  abdominal  hysterectomy, 
BSO  = bilateral  salpingo-oophorectomy . 
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Sphenoid  Sinusitis:  The 
Importance  of  CT  Scanning 

Robert  L.  Baldwin,  M.D.* 

Lev  Bragg,  M.D.t 


Abstract 

Sphenoid  sinusitis  is  an  uncommon  and  per- 
haps overlooked  infection.  Symptoms  may  be 
non-specific  for  sinus  disease.  Diagnosis  of 
sphenoid  sinusitis  can  be  difficult  when  using 
conventional  radiographic  techniques,  due  to 
superimposition  of  surrounding  bony  struc- 
tures. Three  cases  of  sphenoid  sinusitis  are  pre- 
sented in  which  conventional  sinus  x-rays  ap- 
peared normal;  diagnosis  was  confirmed  with 
CT  scanning.  A CT  scan  of  the  sinuses  should 
be  obtained  in  cases  where  this  diagnosis  is 
suspect,  even  when  conventional  radiographic 
studies  reveal  no  disease. 
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Introduction 

Current  diagnosis  of  sphenoid  sinusitis  is  uncom- 
mon, representing  less  than  3%  of  all  sinus  in- 
fections. The  true  incidence,  however,  of  sphenoid 
sinusitis  infection  is  certainly  higher,  as  many  cases 
are  not  identified  with  conventional  sinus  films. 
Sphenoid  sinusitis  may  be  associatied  with  radi- 
ographic evidence  of  infection  in  other  paranasal  sin- 
uses. When  treatment  is  initiated  for  other  sinus  in- 
fection, the  sphenoid  may  clear  without  recognition. 
The  following  three  cases  illustrate  the  occult  nature 
of  this  disease  and  the  inability  to  rely  on  conventional 
films  for  diagnosis. 

Case  Presentations 

Case  #/.’  A 35-year-old  female  presented  with  a 
two  week  history  of  severe  retro-orbital  and  temporal 
headaches  exacerbated  by  changing  head  positions, 
especially  leaning  forward.  Physical  examination  was 
normal.  Conventional  sinus  x-rays,  seen  in  Figures  1 A 
and  IB,  were  read  as  normal.  A CT  scan,  seen  in 
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Figure  I A:  Conventional  lateral  view  of  Case  #1,  read  as 
normal. 


Clinically,  the  typical  headache  may  be  described 
as  involving  pain  from  the  vertex,  fronto-temporal, 
retro-orbital,  and  parietal  or  occipital  areas.  The  head- 
ache is  usually  severe,  progressive  in  intensity,  inter- 
feres with  sleep,  and  is  not  relieved  by  aspirin.  The 
pain  is  often  exacerbated  by  changing  head  position, 
especially  leaning  forward. 

Table  1 lists  the  most  frequent  presentations  of  thirty- 
one  patients  with  infections  of  the  sphenoid  sinus. 
Physical  examination  may  confirm  the  source  of  these 
symptoms,  with  demonstration  of  nasal  congestion, 
purulent  drainage  from  the  superior  meatus  or  pus  in 
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Figure  IB:  Conventional  Waters  view  of  Case  #1,  read  as 
normal. 


TABLE  1 

Sphenoid  Sinusitis  Presentation  — 31  Patients 


Headache  31 

Purulent  Rhinorrhea  19 

Obital  Abscess  8 

Meningitis  4 

Orbital  Apex  Syndrome  1 

Cavernous  Sinus  Thrombosis  1 


the  sphenoid  sinus  ostium.  Paresthesia  of  the  VI,  V2, 
or  V3  dermatomes  may  also  be  seen.  Headache  was 
present  in  all  thirty-one  patients;  purulent  rhinorrhea 
was  seen  in  nineteen. 

Such  varied  presenting  symptoms  are  due  to  the 
many  vital  structures  adjacent  to  the  sphenoid  sinus; 
these  structures  may  be  affected  by  the  infectious  proc- 
ess. Several  structures  are  so  intimately  related  to  the 
sphenoid  sinus  that  their  function  is  jeopardized  by 
infection.  These  include  the  dura,  the  pituitary  gland, 
the  cavernous  sinus,  the  carotid  artery,  the  sphenopal- 
atine ganglion,  nerve  and  artery.  Cranial  Nerves  II, 
III,  IV,  VI,  VI  and  V2.  Depending  on  the  thickness 
of  the  walls  of  the  sinus,  these  structures  may  become 
involved  early  or  late  in  the  disease  process.  Prompt 
recognition  and  treatment  is  imperative  to  avoid  com- 
plications. If  treatment  is  delayed,  symptomatology 
may  progress  to  orbital  abscess,  meningitis,  orbital 
apex  syndrome  or  cavernous  sinus  thrombosis. 

Complications  of  sphenoid  sinusitis  are  listed  in  Ta- 
ble 2,  which  includes  fifteen  patients  with  acute  sphe- 


I 


TABLE  2 


Sphenoid  Sinusitis  Complications 


Acute 

Chronic 

Orbital  Cellulitis 

1 

1 

Unilateral  Ophthalmoplegia 

1 

1 

Meningitis 

6 

0 

Cavernous  Sinus  Thrombosis 

5 

1 

noid  sinusitis  and  fifteen  with  chronic  sphenoid  infec- 
tions. Major  complications  included  meningitis  and 
cavernous  sinus  thrombosis;  orbital  abscess,  unilateral 
ophthalmoplegia  and  cortical  vein  thrombosis  also  oc- 
curred. Five  patients  developed  irreversible  cranial 
nerve  injury  and  four  died. 

Because  of  the  location  and  intimate  relationship  of 
the  sphenoid  sinus  with  many  important  deep  facial 
and  intracranial  structures,  disease  in  this  area  is  a 
diagnostic  challenge,  both  clinically  and  radiograph- 
ically. Routine  sinus  x-rays  are  often  not  adequate, 
due  to  superimposition  of  surrounding  bony  structures. 
The  Caldwell  view  allows  visualization  of  the  lesser 
wing  of  the  sphenoid,  the  orbital  surface  of  the  greater 
wing  of  the  sphenoid,  and  the  superior  orbital  fissure. 
The  sphenoid  sinus,  however,  is  hidden  by  the  nasal 
turbinates  and  the  ethmoid  sinuses.  The  lateral  view 
allows  visualization  of  the  superior  portion  of  the  sinus 
as  well  as  the  indentations  produced  by  the  carotid 
artery.  The  Caudal  surface  of  the  sinus  may  be  hidden 
by  the  greater  wing  of  the  sphenoid  on  the  lateral  view. 

The  submental  vertex  view  demonstrates  the  size  of 
each  sphenoid  sinus,  the  lateral  walls  and  septum,  and 
the  junction  of  the  sphenoid  and  ethmoid  sinuses.  The 
lateral  and  submental  vertex  views  best  identify  pa- 
thology with  the  sphenoid  sinus.  The  sphenoid  sinus 
may  be  seen  on  the  Water’s  view  if  taken  with  the 

! mouth  open. 

I Polytomography  has  been  used  to  evaluate  the 
sphenoid  sinus,  when  the  findings  on  plain  films  are 
suggestive  of  pathology  or  when  more  detail  was 
deemed  necessary  to  identify  bone  destruction.  Most 
clinicians  now  feel  that  CT  scanning  is  equal  to  poly- 
tomography for  evaluating  bone  destruction  and  is  su- 
perior for  evaluation  of  soft  tissue  lesions. 

Figure  2,  revealed  opacification  of  the  right  sphenoid 
sinus.  She  was  hospitalized  and  treated  with  IV  anti- 
biotics, resulting  in  prompt  resolution  of  her  headache. 
Repeat  CT  scan  revealed  clearing  of  the  sphenoid  sinus. 

; Case  #2.-  A 55-year-old  male  reported  a one  year 
history  of  frontal  and  occipital  headaches  of  increasing 
intensity.  Physical  examination  was  normal  as  were 
conventional  films.  A CT  scan  revealed  opacification 
of  the  right  sphenoid  sinus.  Antibiotic  therapy  failed 
to  resolve  his  symptoms,  and  a transseptal  sphenoi- 
dotomy  was  performed.  Thick,  gelatinous  material  fill- 

continued  on  page  39 
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Sphenoid  Sinusitis 
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Discussion 


Figure  2:  CT  scan  of  Case  #7,  revealing  opacification  in  the 
right  sphenoid  sinus. 


Early  in  the  course  of  infection,  signs  and  symptoms 
of  sphenoid  sinusitis  may  be  general  and  nonspecific. 
The  most  common  complaint  is  headaches.  Other  less 
common  symptoms  include  nasal  congestion  and  pu- 
rulent rhinorrhea.  In  addition,  pain  or  paresthesia  of 
the  branches  of  the  fifth  cranial  nerve  and  photophobia 
or  epiphora  may  be  early  signs.  In  some  series,  up  to 
40%  of  patients  have  visual  symptoms. 


Summary 

In  the  three  cases  presented,  conventional  sinus 
x-rays  were  inadequate  to  detect  sphenoid  sinusitis. 
Delay  in  diagnosis  increases  morbidity  and  mortality 
from  this  infection.  It  is  therefore  advisable  to  expand 
the  indications  for  CT  scanning  to  include  any  patient 
with  persistent  severe  headache,  suspected  as  being  of 
sinus  origin,  and  symptoms  of  nasal  stuffiness  or  pu- 
rulent rhinorrhea,  even  when  routine  sinus  films  are 
normal . 

Patients  found  to  have  opacification  or  an  A-F  level 
of  the  sphenoid  sinus  should  be  treated  with  IV  anti- 
biotics. If  cultures  are  not  available,  high  dose  peni- 
cillinase-resistant penicillin  is  the  drug  of  choice;  and 
if  symptoms  persist,  or  if  neurologic  signs  develop 
after  initial  antibiotic  treatment,  the  sinus  should  be 
surgically  drained.  0 


ing  the  sinus  was  removed.  Postoperatively,  the  patient 
noted  improvement  of  his  headaches. 

Case  #i.-  A 35-year-old  male  had  a long  history  of 
nasal  obstruction,  allergic  sinusitis,  and  severe  retro- 
orbital  headaches.  Physical  exam  revealed  a small  polyp 
in  the  left  nasal  cavity.  Sinus  films  appeared  normal, 
but  a CT  scan  revealed  opacification  of  the  left  ethmoid 
and  sphenoid  sinuses  as  well  as  the  nasal  polyp.  This 
patient  underwent  nasal  polypectomy  and  removal  of 
infected  mucosa  from  the  ethmoid  and  sphenoid  sin- 
uses. Postoperatively,  he  noted  improvement  of  nasal 
congestion  and  relief  of  headache. 
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Our  Simplified  Employee 
Pension rlanlets you  add 
toyour  retirement  and 
lower  vour 1987 taxes. 


First  Alabama’s  Simplified  Employee  Pension 
(SEP)  provides  you  with  an  additional 
deduction  for  your  1987  taxes.  It’s  simply  a 
better  way  for  you  to  provide  retirement 
benefits  and  shelter  income  at  the  same 
time— whether  you  are  self-employed  or 
your  business  is  a sole  proprietorship,  a 
partnership  or  a corporation,  our  SEP  plan 
combines  the  tax  advantages  of  a retirement 
plan  with  the  simplicity  of 
an  IRA. 

Employers  and 
employees  benefit. 

Our  SEP  plan  allows  you  to 
build  a generous  retirement 
fund  for  yourself  and  your 
employees.  You  can  con- 
tribute up  to  15%  of  each 
employee’s  earnings  with 
a maximum  of  $30,000 
for  each  employee 
through  a SEP  plan. 

In  addition,  you  and 
your  employees  can 
contribute  an  addi- 
tional $2,000  each 
to  an  IRA. 

Business  tax 
advantage. 

Our  SEP  plan  gives  you  more 
retirement  benefits.  It  gives  a self-employed 

EMh  depositor  insimd  up  to  $100, 000  by  the  Rdcml  Deposit  bisumnce  Corpomtion. 


person  or  your  business  a big  tax  advantage. 
All  SEP  contributions  to  your  own  account 
and  to  your  employees  are  fiilly  deductible 
with  tax-deferred  earnings. 

No  IRS  Reporting. 

Our  SEP  plan  requires  no  IRS  reports,  min- 
imum documentation,  and  it’s  easy  to 
administer.  You  have  until  April  15  to  set 
up  a SEP  plan  for  1987.  But  don’t  wait  that 
long.  Our  SEP  plan  can  start  making  your 
plans  simpler  and  better  right  now. 
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ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
I can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
! tion.  Send  copy  to:  Advertising  Manager,  ALABAMA 
I MEDICINE,  P.O.  Box  I900-C,  Montgomery,  Alabama 
36197-4201. 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


UNSECURED  SIGNATURE  LOANS  FOR  PHYSICIANS:  $5,000- 
$60,000,  No  points  or  fees.  Best  rates-Level  payments.  Up  to  six 
years  to  repay.  No  prepayment  penalty.  First  payment  not  due  for 
90  days.  For  information  and  application  CALL  TOLL  FREE  1- 
800-331-4952,  MediVersal  Dept.  114. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486.  Tuscaloosa,  Alabama  35403,  or  tele- 
phone A1  Fox,  collect  at  758-7545  for  more  information. 


BOARD  CERTIFIED  M.D.  interested  in  developing  a quality, 
busy  primary  care  practice  shared  by  two  physicians  (one  on,  one 
off).  If  interested  write  Box  AA,  Alabama  Medicine,  19  S.  Jackson 
St.  Montgomery,  AL  36064. 


EXCELLENT  TEXAS  OPPORTUNITIES  IN,  Cardiology,  Car- 
diovascular Surgery,  Dermatology,  ENT,  Family  Practice,  General 
Surgery,  Internal  Medicine,  OB/GYN,  Oncology,  Orthopedic  Sur- 
gery, Pediatrics,  Pulmonology,  Urology,  excellent  quality  of  life, 
first  year  guarantee,  etc.  Other  opportunities  available  also.  Reply 
with  C/V  or  call,  Armando  L.  Frezza,  Medical  Support  Services, 
8806  Balcones  Club  Dr.,  Austin,  TX  78750;  512-331-4164. 


GEORGIA:  Emergency  Medicine  position  available,  both  FT  and 
PT,  in  the  charming  and  historic  southern  part  of  the  state.  Lo- 
cations presently  available  are  Columbus,  which  is  the  second 
largest  city  in  GA,  Cordele,  Bainbridge,  and  Cairo.  Primary  care 
training  along  with  ED  experience  will  qualify  you  to  join  our 
group  of  dedicated  physicians  committed  to  quality  patient  care. 
Enjoy  much  growth  potential  with  one  of  the  fastest  growing  groups 
in  the  industry!  Contact:  Ginny  Henderson,  Coastal  Emergency 
Services,  1900  Century  Place,  Dept.  SA,  Ste.  340,  Atlanta,  GA 
30345,  (404)  325-1645,  (800)  333-3637. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Cheree  Richards.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


EMERGENCY  MEDICINE:  Our  expanding  Emergency  Depart- 
ment Group  seeks  additional  full-  or  part-time  physicians  for  a 
major  hospital  (50,000  visits  annually).  Compensation  is  com- 
petitive; applicants  should  be  BC/BE  in  a primary  care  specialty 
or  have  comparable  experience.  ACLS/ATLS  preferred.  Reply 
with  CV  to  Medical  Director,  Huntsville  Emergency  Medical  As- 
sociates, Huntsville  Hospital,  101  Sivley  Rd.,  Huntsville,  AL 
35801. 


INTERNIST  — To  join  growing,  progressive,  north  Alabama 
group.  Guarantee  salary,  flexible  schedule,  full  partnership.  Send 
C.V.  to  P.O.  Box  5294,  Decatur,  AL  35601 
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Some  People 
Can  Hold  A Job 
Better  Than  Others. 


What  makes  someone 
“good”  on  the  job? 

If  you’re  a line  manager, 
you  know  which  categories 
to  look  at.  Willingness  to 
work.  Reliability.  Atten- 
dance and  punctuality. 
Productivity.  Because 
someone  who  comes  to  the 
job  ready,  willing  and  able 
to  earn  a paycheck  is  an 
asset  to  any  department. 

In  a recent  Louis  Harris 
Poll,  line  managers  were 
asked  to  evaluate  workers 
with  disabilities.  A high 
percentage  rated  them 
equal  to  other  workers. 

But  46%  said  that 
employees  with  disabilities 
were  more  willing  to  work 
than  other  employees. 

Almost  40%  said  they 
were  more  punctual  and 
more  reliable. 

And  just  under  80%  said 
they  were  equal  to  or  more 
productive  than  other 


Jim  Winkler, 

Heavy-Equipment  Operator 
Photography  by 
Ken  Ambrose 


workers! 

If  you’d  like  more  infor- 
mation on  acquiring  these 
assets  for  your  firm,  call  or 
write  us.  If  you’re  hiring, 
we’ll  help  put  you  in  touch 
with  someone  who’ll  gladly 
take  the  job.  And  keep  it. 

A 

Disability 
Can  Be 
An  Asset. 


The  President’s 
Committee  on  Employment 
of  the  Handicapped, 
Washington,  D.C.  20036 

For  more  information,  call 
1-800-526-7234 
In  West  Virginia,  call 
1-800-526-4698 


AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


Awareness:  Auxilians  in 


Action 


As  we  complete  our  65th  year  as  the  Auxiliary  to 
the  Medical  Association  of  the  State  of  Alabama 
we  can  look  back  with  a feeling  of  accomplishment 
as  we  have  pursued  many  projects  that  have  helped 
achieve  better  health  for  Alabamians. 

We  have  made  a concerted  effort  to  help  improve 
the  image  of  medicine  in  Alabama  through  individual 
and  collective  work  done  within  our  communities. 
Spouses  of  physicians  continue  to  work  as  volunteers 
in  schools,  hospitals  and  agencies  that  minister  to  the 
needs  of  the  elderly,  hungry,  homeless,  abused  and 
neglected  victims  of  our  communities. 

In  keeping  with  our  goal  to  make  our  members  aware 
of  timely  medical  issues  one  of  our  programs  at  the 
Fall  Workshop  was  on  AIDS.  Dr.  Claude  E.  Fox,  State 
Health  Officer,  spoke  on  “Alabama  Looks  at  AIDS” 
and  Sara  Muelling,  technical  director  of  the  Red  Cross 
Lab  in  Montgomery,  reported  on  “AIDS  and  Blood 


Banks.”  Brochures  on  AIDS  were  distributed  to  the 
counties  to  be  used  in  their  awareness  campaign. 

Auxiliaries  have  continued  efforts  to  implement  the 
child  restraint  safety  bill  by  continuing  with  car  seat 
loaner  programs.  The  AM  A developed  a new  program 
in  conjunction  with  a major  car  manufacturer  to  ed- 
ucate the  public  on  proper  seat  belt  usage  especially 
for  pregnant  women.  This  excellent  program  and  bro- 
chure were  widely  shown  throughout  the  state  by  county 
auxiliaries. 

November  was  Alzheimer’s  Disease  Awareness 
month.  Many  auxiliaries  had  programs  which  ad- 
dressed this  growing  and  pervasive  problem  that  strikes 
a large  percentage  of  our  state’s  elderly.  Brochures 
obtained  from  the  Alzheimer’s  Disease  Research  Cen- 
ter were  distributed  by  auxilians  in  their  communities. 

Mrs.  Gaston  McGinnis  of  Anniston,  an  auxilian  ac- 
tively involved  with  Alzheimer’s  caregivers  support 
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group  in  her  county,  spoke  to  us  at  our  Fall  Workshop 
on  “Alzheimer’s  and  the  Family.” 

Our  largest  fund-raising  effort  statewide  this  year 
as  in  years  past  has  been  for  AMA-ERF.  We  appreciate 
the  unfailing  cooperation  of  Alabama  physicians  in 
these  efforts  which  directly  benefit  our  Alabama  med- 
ical schools  and  medical  students. 

At  this  writing  we  do  not  have  our  final  total  for 
the  year,  but  expect  it  to  exceed  last  year’s.  We  ap- 
preciate the  enthusiastic  efforts  of  our  chairman,  Mrs. 
Charles  Patterson.  Under  her  leadership  “Apple  A- 
Peel,”  a collection  of  apple  recipes  from  auxilians, 
has  been  distributed  throughout  the  state  with  sales  to 
benefit  AMA-ERF. 

They  will  be  on  sale  at  our  convention  for  $7  each. 
Checks  may  be  made  to  A-MASA  Cookbook  with  $5 
for  AMA-ERF  tax-deductible.  They  may  also  be  pur- 
chased from  auxilians  in  your  county.  Sharing  cards 
and  holiday  cards  have  continued  to  grow  as  have 
memorials  and  contributions.  We  are  excited  about  our 
AMA-ERF  involvement  this  year. 

Our  legislative  chairmen  have  continued  to  keep  us 
current  with  legislative  issues  of  interest  to  the  medical 
community.  The  swarm  of  activity  prior  to  tort  reform 
passage  has  continued  to  make  auxiliary  membership 
important  to  spouses  of  physicians. 

We  continue  to  support  the  work  begun  in  Guate- 
mala by  Dr.  and  Mrs.  Art  Stamler  by  helping  meet 
physical  needs  of  the  hospital  as  well  as  helping  to 
establish  an  auxiliary  for  the  spouses  of  their  physi- 
cians. Mrs.  Stamler  reported  to  us  on  the  progress 
made  in  a nursing  home  for  the  elderly  after  her  last 
visit.  We  were  delighted  to  make  a contribution  again 
toward  this  endeavor. 

Much  of  the  growth  of  our  auxiliary  is  due  to  the 
excellent  training  provided  by  the  AMA  Auxiliary  in 
Chicago  each  year.  Leadership  Confluence  equips  both 
state  and  county  presidents-elect  with  the  necessary 
knowledge  to  plan,  lead  and  achieve  auxiliary  goals. 
Three  days  of  lectures  by  experts  in  their  fields  is  time 
and  money  well  spent. 

The  enthusiasm  of  Chicago  is  carried  back  to  county 
auxiliaries  all  across  America.  Internal  auxiliary  issues 


were  addressed,  such  as  membership,  finances  and 
programs.  Communication  skills,  such  as  listening, 
speaking  and  writing,  were  also  included.  Leaders  from 
the  AMA,  AMA  President  Dr.  William  Hotchkiss, 
presented  medical  issues  of  today.  We  also  heard  about 
AIDS,  Adolescent  Health,  Community  Action  Against 
Smoking  and  Family  Stress  During  Malpractice  Liti- 
gation. 

Those  in  attendance  in  addition  to  the  president  were: 
A-MASA  President-elect,  Mrs.  Robert  Rhyne  and 
nominated  President-elect,  Mrs.  John  Hardiman  and 
county  President-elect,  Mrs.  Charles  Giddens,  Jackson 
County;  Mrs.  George  Eisenhart,  Jefferson  County;  Mrs. 
Frank  Hatchett,  Lauderdale  County;  Mrs.  Thomas 
Griggs,  Madison  County;  Mrs.  John  LaFleur,  Mobile 
County;  Mrs.  David  Thrasher,  Montgomery-Autauga 
County;  Mrs.  Gerry  Ellis,  Morgan-Lawrence  County 
and  Mrs.  Michael  Ursic,  Tuscaloosa-Hale  County. 

We  were  proud  to  take  an  exhibit  from  Mobile 
County,  Camp  Rap-a-Hope,  a camp  for  children  with 
cancer,  for  our  state’s  contribution  to  the  project  ex- 
change between  states  that  is  a vital  part  of  this  meet- 
ing. 

I would  like  to  express  the  appreciation  of  the  aux- 
iliary to  MASA’s  staff  for  their  untiring  assistance  to 
our  needs  this  year  and  to  MASA  for  the  support  we 
have  felt  from  you  as  we  have  strived  toward  mutual 
goals. 

As  our  1987-88  auxiliary  year  draws  to  a close  I 
extend  to  all  of  you  my  heartfelt  gratitude  for  all  the 
gestures  of  friendship  and  encouragement,  as  well  as 
all  the  apples,  you  have  bestowed  upon  me  as  I traveled 
to  visit  the  counties  this  past  year. 

May  I introduce  your  new  1988-89  president,  Mrs. 
Robert  Rhyne  of  Moulton,  who  will  assume  office  at 
the  annual  convention. 

Marlynn  is  a very  capable  and  energetic  auxilian 
who  I know  will  sustain  the  high  ideals  of  the  medical 
auxiliary.  0 
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Dr.  Holmes  on  Pseudo-Sciences 


In  March  a federal  jury  in  Cincinnati  handed  down 
an  anti-trust  verdict  that  rocked  virtually  every  HMO 
in  the  country. 

After  four  months  of  trial  and  a week  of  deliberation, 
the  jury  found  that  ChoiceCare,  the  biggest  game  in 
town,  had  conspired  to  fix  prices,  had  engaged  in 
securities  fraud  and  racketeering,  and  had  created  a 
monopoly. 

The  $34  million  in  damages,  which  would  be  tripled 
to  $102  million  if  the  verdict  is  upheld,  would  go  to 
the  1,800  present  and  former  physician  providers  of 
ChoiceCare  who  brought  the  class  action. 

Since  I am  not  a lawyer  I can  only  pass  on  the 
judgment  of  those  learned  in  the  law  that  this  is  a barn- 
burner of  a case,  one  that  challenges  many  of  the  major 
assumptions  of  alternative  care  systems.  In  non-legal 
terms  it  means  that  12  laymen  found  the  HMO  quilty 
of  just  about  every  kind  of  hanky-panky  imaginable 
and  dealt  swift  justice  accordingly. 

The  case  interested  me  because  in  it  there  seem  to 
come  together  many  of  the  phony  arguments  and  pos- 
turing of  those  who  claim  to  have  invented  a spectac- 
ular improvement  over  traditional  fee-for-service  med- 
icine. Between  government  and  sundry  efforts  in  the 
private  sector  there  has  arisen  a cherished  notion  that 
free  and  independent  American  physicians  were  hope- 
lessly overmatched  in  trying  to  deliver  health  care  eco- 
nomically and  efficiently. 

Almost  overnight,  swarms  of  self-certified  experts 
descended  on  the  medical  marketplace,  sustained  by 
the  belief  that  they  could  save  the  public  money  and 


deliver  health  care  better  and  more  efficiently  than  a 
nation  of  bungling  cottage  industries,  as  they  described 
the  physicians  who  had  made  American  health  a model 
for  the  world. 

Economics  of  scale,  they  said,  would  solve  every- 
thing. Patients,  employers,  physicians,  the  general 
public  — all  would  share  in  the  bountiful  free  lunch 
so  created.  And,  not  incidentally,  the  facility  would 
itself  be  in  clover. 

All  the  HMO  failures  and  disasters  of  the  past  year 
or  so  have  given  pause  to  those  who  at  first  believed 
these  disciples  of  the  new  medical  economics.  Em- 
ployers who  pay  the  bills  are  now  demanding  to  know 
where  the  savings  are  — a question  rendered  somewhat 
more  pressing  by  a related  question  about  the  dissat- 
isfactions of  the  work  force. 

As  Dr.  Leitner  pointed  out  in  an  interview  published 
in  Alabama  Medicine  last  month,  administrative  ex- 
penses have  gone  through  the  roof,  vaporizing  those 
vaunted  economies  of  scale.  Dr.  Leitner  made  the  co- 
gent observation  that  American  business  and  industry 
have  concluded  that  smaller  operating  units  are  often 
more  efficient  than  giant  systems,  that  there  is  a con- 
sequent trend  in  much  of  industry  away  from  the  very 
kind  of  bigness  that  HMOs  claim  is  the  solution. 

What  has  deluded  many  investors,  employers  and 
patients  alike,  is  a kind  of  pseudo-science  of  the  med- 
ical economies. 

In  the  last  century,  the  great  physician  and  premier 
literary  figure,  Oliver  Wendell  Holmes  (1809-1894), 
had  this  to  say  on  the  subject  of  pseudo-science,  and 
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he  might  well  have  been  talking  about  the  current  fad 
for  fiddling  with  health  care  delivery: 

“I  shall  begin,  my  friends,  with  the  definition  of  a 
pseudo-science.  A pseudo-science  consists  of  a fio- 
menclature  with  a self-adjusting  arrangement,  by  which 
all  positive  evidence,  or  such  as  favors  its  doctrines, 
is  admitted,  and  all  negative  evidence,  or  such  as  tells 
against  it,  is  excluded. 

“It  is  invariably  connected  with  some  lucrative  prac- 
tical application.  Its  professors  and  practitioners  are 
usually  shrewd  people;  they  are  very  serious  with  the 
public,  but  wink  and  laugh  a good  deal  among  them- 
selves. 

“The  believing  multitude  consists  of  women  of  both 
sexes,  feeble-minded  inquirers,  poetical  optimists, 
people  who  always  get  cheated  in  buying  horses,  phi- 
lanthropists who  insist  on  hurrying  up  the  millennium, 
and  others  of  this  class,  with  here  and  there  a cler- 
gyman, less  frequently  a lawyer,  very  rarely  a phy- 
sician, and  almost  never  a horse-jockey  or  a member 
of  the  detective  police.  . . . 

“A  pseudo-science  does  not  necessarily  consist 
wholly  of  lies.  It  may  contain  many  truths,  and  even 
valuable  ones.  . . . The  practitioners  of  the  pseudo- 
science know  that  common  minds,  after  they  have  been 
baited  with  a real  fact  or  two  will  jump  at  the  merest 
rag  of  a lie,  or  even  at  the  bare  hook. 

“When  we  have  one  fact  found  for  us,  we  are  very 
apt  to  supply  the  next  out  of  our  own  imagination.” 

Dr.  Holmes  had  the  uncanny  Nostradamus  gift  for 
seeing  the  20th  Century  from  the  vantage  point  of  the 
19th.  Read  the  above  again  and  I think  you  will  agree 
he  could  have  been  talking  about  the  pseudo-science 
of  computerized  diagnostics  and  other  high-tech  cook- 
book gibberish  when  he  spoke,  for  example,  of  no- 
menclature. 

What  is  finally  dawning  on  the  public  is  the  central, 
underlying  but  always  denied  truth  — that  all  the  con- 
traptions for  collectivizing  American  medicine  have, 
at  bottom,  beneath  all  the  fancy  labeling  and  tensil,  a 
common,  central  purpose:  the  rationing  of  care. 

What  is  now  emerging,  it  seems  to  me,  is  that  most 
of  the  rationers  don’t  even  do  that  very  efficiently. 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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President,  MASA 


An  Unbeatable  Lobby 


Dr.  Carl  Crete’s  year  as  my  presidential  predeces- 
sor was  such  a superlative  performance  that  I 
am  doubly  humbled  — first,  to  have  been  elected  by 
you  as  your  1988-89  president,  and  secondly  to  accept 
the  torch  passed  by  him  after  such  a great  year. 

I intend  to  devote  the  first  part  of  my  year  to  per- 
suading Alabama  physicians  that: 

(1)  Our  conventional  lobbying  efforts  before  Con- 
gress, although  successful  for  decades,  have  been 
weakened,  by  a variety  of  social  developments,  to  the 
point  of  impotency;  similarly,  third  party  payors  no 
longer  seem  to  care  what  we  think. 

But  (2)  by  rededicating  our  efforts  to  patient-ori- 
ented care,  by  doing  what  we  should  have  been  doing 
all  along  or  doing  it  even  better,  we  can  effectively 
mobilize  the  greatest  lobby  of  them  all  — the  elec- 
torate . 

By  the  last  I mean  that  our  patients  will  do  our 
lobbying  for  us  if  they  are  completely  satisfied  with 
the  medical  care  they  receive.  At  the  moment,  many 
of  them  are  thoroughly  perplexed  by  the  turbulence  in 
the  medical  marketplace,  by  alternative  systems,  and 
by  all  manner  of  purse-tightening  by  the  third-party 
payors,  government  as  well  as  private  sector. 

For  years  they,  like  us,  took  the  conventional  de- 
livery systems  pretty  much  for  granted.  Now  they  are 
confused,  but  in  their  confusion  they  are  increasingly 
sensitive  to  value  received.  It  is  the  responsibility,  and 
the  opportunity,  of  the  American  physician  to  return 


to  the  way  it  was  before  the  disruptions  of  recent  years 
— to  return  to  the  transcendent  importance  of  the  pa- 
tient, first,  last  and  always. 

At  the  risk  of  appearing  to  overgeneralize,  I believe 
it  fair  to  say  that  there  has  been  a tendency  in  recent 
years  to  divert  too  much  of  our  energy  and  attention 
to  the  business  side  of  practice.  The  number  of  hours 
in  a day  being  finite,  it  was  perhaps  inevitable  that 
patients  lost  some  of  their  premier  importance  because 
of  our  preoccupation  with  the  shifting  ground  beneath 
our  feet. 

To  the  extent  that  this  has  occurred,  we  are  placing 
at  risk  the  greatest  resource  we  have  always  had  to 
preserve  practice  freedom  — public  opinion,  which 
means  patient  opinion.  And  that  is  formed,  1 believe, 
not  by  all  the  bureaucratic  position  papers,  not  by  the 
punditry  of  the  media,  not  by  the  caterwauling  of  pol- 
iticians, but  by  the  private,  personal  experiences  of 
individual  Americans.  If  they  are  pleased  and  satisfied 
with  their  doctors,  these  individual  judgments  swell 
into  a powerful  aggregate  that  forms  the  national  con- 
sensus. 

Organized  medicine’s  formal  lobbies  in  Washington 
have  been  checkmated  in  recent  years  by  the  vast  con- 
stellation of  consumer  lobbies,  ranging  from  the  trivial 
to  the  awesome:  AARP  has  close  to  30  million  mem- 
bers and  an  annual  budget  of  $100  million. 

To  every  lobby  in  Washington,  it  has  been  said, 
there  is  now  at  least  one  equal  but  opposite  lobby. 


May  1988  /7 


with  the  result  that  a kind  of  impasse  has  been  reached 
in  the  corridors  of  the  Capitol. 

For  good  or  ill,  and  I regard  it  as  generally  good, 
this  returns  the  battle  for  public  opinion  to  where  it 
was  before  the  armies  of  special  interests  descended 
on  Washington  — to  the  public,  in  the  towns,  cities 
and  countryside  of  the  land. 

No  other  interest  group  has  the  daily  contact  phy- 
sicians do  with  the  millions  of  citizens  who  form  that 
“public  opinion.” 

Ralph  Nader  doesn’t  exist  in  our  offices  and  the 
likes  of  Teddy  Kennedy  are  as  Martians.  In  the  final 
analysis,  since  the  competing  Washington  lobbies  fre- 
quently cancel  each  other  out,  legislation  is  determined 
by  what  the  folks  back  home  want.  If  only  by  default, 
the  Republic  has  reinvented  the  wheel.  The  people 
have  regained  their  voice  and  power. 

These  homefolks  are  our  patients.  When  we  treat 
them  with  dignity  and  respect;  when  we  help  lead  them 
through  the  bewildering  maze  of  insurance  and  other 
personal  anxieties  that  are  part  of  their  total  well-being, 
which  should  be  our  first  concern,  we  are  practicing 
good  medicine.  But  we  are  also  mobilizing  our  lobby 
of  the  entire  American  electorate.  We  have  been  re- 
luctant in  the  past  to  carry  out  this  type  of  activity. 


But  we  should  remember  that  as  long  as  our  efforts 
are  in  the  patient’s  interest,  there  is  no  conflict. 

Equally  true,  of  course,  is  the  reverse  — when  we 
leave  patients  disappointed  or  even  angered  by  the 
service  they  receive  from  their  doctors,  we  are  lob- 
bying for  those  who  would,  if  they  could,  destroy 
private  practice. 

What  I propose  is  anything  but  revolutionary.  Sim- 
ply put,  it  is  to  return  to  patient-oriented  care  with  all 
the  enthusiasm  of  both  good  medical  practice  and  good 
politics,  knowing  they  are  one  and  the  same. 

In  fact,  this  happy  conjunction  of  physician  interests 
— unexceptionable  care  and  pragmatic  politics  — may 
well  be  one  of  the  few  genuine  silver  linings  in  all 
those  dark  clouds. 

I’ll  have  more  specifics  on  this  subject  as  the  year 
progresses.  Thank  you  for  the  honor  of  serving  as  your 
president.  0 


By  The  Year  2000  There  Will  Be  185,000 
More  Doctors  Than  Needed 

Will  Your  Practice  Be  Able  to  Successfully  Compete? 

How  can  you  increase  your  patient  base?  Should  you  be 
getting  more  support  from  your  hospital?  What  should 
you  do  if  you  are  losing  patient’s  to  HMO’s? 


The  Bryton  Group,  an  established 
leader  in  health  care  marketing,  has 
already  presented  the  answers  to  these 
questions  and  more  to  over  35,000  health 
care  professionals. 

For  more  information  contact: 


Dealing  With  The  Realities  of  the  90’s 
Date:  June  11, 1988 
Place:  The  Fairmont  Hotel, 

New  Orleans,  LA 

Registration  Fee:  $1 35  ($1 00  for 

additional  members 
of  the  same  practice) 


THE 


b 


P.O.  Box  91 64 

y-v  w Metairie,  LA  70055 

jDryton  (504)833-1313 

-^group  ' ' 


Special  rates  are  available  at  the  Fairmont  for  participants. 
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Free€k)m 
from  pain 

Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL  1 
DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuter  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
upto6hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tabfets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  S mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


Specify  "Dispense  as  written"  for  the  originai 

hydrocodone  anaigesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence:  VICODIN*  is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics:  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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Medical  Practice  a la  Mode* 
How  Medical  Fashions  Determine 

Medical  Care 

John  F.  Bumum,  M.D.t 


That  I might  be  a pawn  of  fashion  first  came  home 
to  me  about  10  years  ago  when  a number  of  new 
nonsteroidal  antiinflammatory  drugs  were  being  intro- 
duced. In  October  1978,  sulindac  (Clinoril)  was  in- 
troduced to  the  market  and  to  the  public  in  a press 
conference  that  resulted  in  extensive  media  coverage. 
Within  a few  hours  of  the  first  press  reports,  I was 
buried  by  an  avalanche  of  urgent  telephone  requests 
for  the  new  wonder  drug.  With  ill  humor,  I complied. 
No  credit  to  me  that  sulindac  turned  out  to  be  a useful 
drug;  I was  merely  kneeling  to  fashion.  Benoxaprofen 
(Oraflex)  was  next  to  become  all  the  rage  for  arthritis. 
I decided  to  resist.  How  foolish;  my  patients  simply 
called  a willing  competitor.  That  benoxaprofen  was 
almost  simultaneously  withdrawn  from  the  market  be- 
cause of  dangerous  side  effects  has  no  bearing  on  the 
lesson;  What  is  new  is  best,  and  one  must  stay  in 
vogue.  When  members  of  the  staff  of  the  hospital’s 
intensive  care  unit  smiled  patiently  because  1 did  not 
order  the  latest  cephalosporin,  my  paranoia  was  com- 
plete. I should  have  heeded  Colley  Cibber,  who  said, 
in  the  17th  century,  “one  had  as  good  be  out  of  the 
world  as  out  of  the  fashion.”'  Subsequently,  to  my 
chagrin,  1 noted  that  a number  of  other  drugs  were 
often  dispensed  a la  mode. 

Treatments  of  Fashion 

But  take  heart;  we  are  in  good  company.  The  im- 
perative to  be  stylish  affects  the  brightest  and  the  best. 
Despite  there  being  no  change  in  the  type  of  pneumonia 
they  were  encountering,  the  house  staff  at  Johns  Hop- 
kins often  treated  community-acquired  pneumonia  with 
multiple-drug  therapy  involving  cephalosporins  and 
aminoglycosides  when  ordinary  penicillin  would  have 
sufficed.^  This  should  not  have  surprised  me,  because 
physicians  tend  to  pick  up  their  prescribing  habits  more 

* Reprinted  from  the  A/ew  England  Journal  of  Medicine  Ml  •.\22Q-\221  (November 
5).  1987. 

t Tuscaloosa,  AL. 


from  one  another  than  from  the  scientific  literature’; 
giving  a new  drug  spreads  as  a contagion  from  one 
physician  in  the  medical  community  to  another,  and 
thus  a fashion  is  bom. 

Fashion  has  been  sporting  with  me  for  years.  It  has 
long  fascinated  me  that  in  our  area  we  carefully  pre- 
scribe Atarax  for  itching  and  Vistaril  for  nausea,  al- 
though they  are  the  same  drug  (hydroxyzine).  Why? 
Because  of  tradition  and  fashion,  I would  think.  Like- 
wise, we  give  diazepam  three  times  a day;  logically, 
because  of  its  long  half-life,  it  should  be  given  only 
once  a day.  Although  they  are  of  equal  value,  we 
choose  methylprednisolone  over  dexamethasone  in 
septic  shock."  That  propoxyphene  is  far  more  expen- 
sive than  acetylsalicylic  acid  and  no  better  an  analgesic 
is  irrelevant:  propoxyphene  is  “in.” 

Some  traditional  fashions  are  under  attack.  Orange 
juice  may  not  be  the  best  treatment  for  insulin  reactions’; 
the  efficacy  of  digitalis  in  congestive  heart  failure  with- 
out atrial  fibrillation  and  an  S3  gallop  is  unproved; 
and  ergoloid  mesylates,  the  11th  most  commonly  pre- 
scribed dmg  in  the  world,  is  of  doubtful  benefit  in 
senile  dementia,^  as  are  vasodilators. 

On  top  of  all  that,  instead  of  having  our  patients  eat 
white  Vaseline  for  diverticulitis,  we  have  made  a 180- 
degree  turn,  and  now  recommend  roughage  and  fiber. 
Is  nothing  sacred  anymore?  In  the  spirit  of  Stephen 
Potter,  the  games  doctor  learns  to  sit  out  these  con- 
troversies and  await  the  movement  of  the  herd.  In  the 
meantime,  he  knows  that  worse  than  prescribing  out 
of  style  would  be  prescribing  nothing  at  all. 

Fashions  in  Medical  Science 

Fashion  also  has  a say  in  the  directions  of  medical 
science.  Laboratory  tests  have  their  day  in  the  sun. 
When  1 was  in  training,  all  patients  had  to  have  an 
eosinophil  count;  later,  they  required  a test  for  Har- 
graves lupus  cells.  Now  the  bone  densitometer  test  for 
osteoporosis  is  riding  the  wave  of  fashion’;  probably. 
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it  too  will  pass.  Research  is  much  the  same.  The  re- 
search-grant gamesman  knows  that  yesterday’s  darling 
is  today’s  stepchild;  better  to  go  for  aging  studies  than 
circulatory  physiology. 

Some  scientific  questions  seem  to  pulse  in  and  out 
of  fashion.  Our  flare  of  interest  in  cholesterol  in  the 
1950s  soon  died,  but  returned  in  the  1980s  as  Barr’s* 
earlier  warnings  about  beta-lipoproteins  bore  fruit.  In 
the  1940s  Addis  supplied  evidence  of  the  value  of 
limiting  protein  in  renal  failure;  in  1981  Brenner’s 
group  did  the  same.®  This  is  not  to  disparage  the  im- 
portant work  of  the  recent  investigators.  I am  merely 
reflecting  on  my  sense  of  deja  vu.  Stress  is  another 
example  of  a pulsating  scientific  issue.  In  the  1930s 
it  was  Cannon’s  “fight  or  flight, in  the  1950s  Se- 
lye’s  alarm  reaction,"  in  1974  Friedman’s  Type  A 
personality,"  and  in  1984  Eliot’s  hot  reactor."  Belief 
in  stress  as  a cause  of  disease  is  currently  on  the  wane. 

Diseases  of  Fashion 

Diseases  of  fashion  exert  a strong  influence  on  med- 
ical practice  — on  what  we  and  the  public  think  about 
disease  and  what  is  treated.  These  are  conditions  that 
epidemically  gain  the  medical  limelight  and  in  their 
time  receive  an  inordinate  amount  of  media  and  public 
attention.  In  the  1930s  people  were  afflicted  wholesale 
by  “an  acid  condition,’’  and  in  the  1940s  by  a lack 
of  acid,  which  we  treated  with  hydrochloric  acid.  Hy- 
poglycemia soon  swept  the  country  and  continues  to 
ebb  and  flow  in  popularity.  Chronic  mononucleosis 
had  its  day  and  is  currently  having  a scientific  renais- 
sance. Mitral-valve  prolapse  has  caught  the  public’s 
fancy  and  has  been  the  answer  to  many  a doctor’s 
prayer  as  a catchall  explanation  for  a number  of  frus- 
trating complaints;  DaCosta’s  1871  paper"  caught  our 
attention  none  too  soon.  The  temporomandibular  joint 
syndrome  was  next,  followed  quickly  by  the  premen- 
strual and  post-traumatic  stress  syndromes,  osteopo- 
rosis, fibromyositis,  and  the  candidiasis  hypersensi- 
tivity syndrome  (a  disorder  in  scientific  limbo).  And 
on  they  go,  from  one  disease  of  the  month  and  one 
disease  of  fashion  to  another. 

Please  note  that  in  no  way  am  I making  fun  of 
patients’  fears  or  the  gravity  of  some  of  these  disorders. 
What  I am  saying  is  that  we  are  predisposed  to  di- 
agnose, and  our  patients  to  worry  about,  the  diseases 
that  are  in  the  news,  popularized,  and  impressed  on 
our  minds.  As  an  accompanying  phenomenon,  entre- 
preneurial specialists  in  and  clinics  for  the  various 
bandwagon  diseases  often  spring  up  to  capitalize  on 
medical  chic:  for  example,  whether  scientifically  jus- 
tified or  not,  hundreds  of  osteoporosis  clinics  are  in 
the  offing. Cousins  to  diseases  of  fashion  are  media- 
sown  disease  panics;  for  example,  fear  of  saccharin, 
of  reserpine,  or  of  coffee’s  causing  cancer,  or  an  ob- 
sessional dread  of  having  colon  cancer,  the  acquired 


immuno-deficiency  syndrome,  or  Alzheimer’s  dis- 
ease. 

Cultural  Diseases  and  Treatments  of  Fashion 

There  are  many  cultural  diseases  and  treatments  of 
fashion  that  contribute  heavily  to  the  content  of  med- 
ical care.  In  my  area,  patients  may  have  “bilious  at- 
tacks’’ or  “low  blood’’;  among  Mexican  Americans 
it  may  be  susto.  In  the  Alps  the  hot  wind  from  the 
south,  the  foehne,  is  particularly  noxious  and  causes 
all  sorts  of  bad  feelings  and  behavior.  In  France,  the 
treatment  of  chse  de  foie,  an  illness  declared  to  be 
nonexistent,  accounts  for  5 percent  of  the  total  drug 
consumption  in  the  country.  Myth  or  not,  the  fashion- 
minded  doctor  is  ready  to  treat  it.  We  practitioners 
have  to  be  nimble  to  keep  up  with  the  capricious  changes 
in  folk-medicine  vogues.  For  example,  sea  water  for 
arthritis  is  old-fashioned,  bee  pollen  has  been  replaced 
by  alfalfa  tea,  which  in  turn  is  being  dethroned  by 
aloe,  and  copper  bracelets  and  buckeye  amulets  have 
never  gone  away.  i 

Keeping  up  with  fashions  in  nutrition  and  physical 
fitness  is  beyond  me.  No  sooner  had  I mastered  Adele 
Davis’  teachings  than  my  patients  had  gone  on  to  the 
Last-Chance  Diet.  Now  it  is  the  Rotation  Diet,  and 
there  were  so  many  before  that  I have  lost  track.  By 
the  time  I learned  the  Air  Force  exercises,  my  patients 
had  long  since  switched  to  the  Jane  Fonda  workouts. 
Who  am  I to  point  to  anemia,  amenorrhea,  and  osteo- 
porosis in  joggers,  or  to  complain  that  nearly  40  per- 
cent of  the  population  wastes  money  on  vitamins?  Who 
am  I to  say  that  healthy  people  do  not  need  special 
organic  foods?  I surrender;  as  long  as  my  patients  avoid 
polar  bear  liver  and  vitamin  A poisoning,  why  not 
acquiesce  and  stay  in  style?  In  the  areas  of  nutrition 
and  physical  fitness,  fashion  and  fads  run  amok  and 
almost  completely  dictate  medical  care." 

Fashions  in  Surgery 

Nor  can  surgery  claim  independence  from  fashion. 
Freezing  the  stomach  for  peptic  ulcer  disease,  im- 
planting the  mammary  artery  for  ischemic  heart  dis- 
ease, and  inflating  a gastric  balloon  for  obesity  are 
humbling  examples  of  fashionable  treatments  of  no 
benefit.  The  corrected  rates  at  which  surgical  proce- 
dures are  performed  vary  beyond  reason  from  one  com- 
parable part  of  the  country  to  another  (nearly  fourfold 
for  hysterectomies).  Wennberg  suggests  that  these  dis- 
crepancies may  represent  differences  in  practice  styles." 

Conclusion  , 

Medical  fashions  have  a powerful  effect  on  how  we 
treat,  whom  we  treat,  and  what  we  treat,  on  how  pa-  J 
tients  take  care  of  themselves,  and  even  on  the  direc- 
tions of  medical  science.  It  shames  me  to  admit  that 

continued  on  page  14 
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You’ve 
heard 
the  bad 


OK,YOmrEGOr 

CANCER.  NOW  LET  us 
SHOW  YOU  HOWTO 
LIVE  WITH  IT. 


news,  now 
hear  the  good 
news.  More  than  half 
of  all  cancer  patients  are  cured. 

And  today,  successful  cancer  treatment 
doesn’t  necessarily  mean  a long  stay  in  the 
hospital  or  an  end  to  everything  that  made 
life  worth  living. 

The  physicians  and  staff  at  St.  Vincent’s 
Cancer  Center  provide  the  highest  level 
of  cancer  treatment  available. 

St.  Vincent’s  offers  some  of  the  most  in- 
novative  forms  of  treatment  in  the  United 


States, 
including 
chemo- 
therapy, 
radiation 

therapy,  immuno- 
therapy and  surgery. 

In  fact,  from  early  diagnosis  through 
treatment,  St.  Vincent’s  Cancer  Center 
offers  the  full  spectrum  of  comprehensive 
cancer  care. 

So  if  you’ve  faced  up  to  the  fact  that 
you  have  cancer,  the  worst  may  be  over. 
Because  now,  more 


than  ever,  cancer  is 
something  you  can 
live  with. 
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St.Vincmt's 

Hospital 

2701  Ninth  Court  South 
Birmingham.  AL  35205 
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the  Pen” 


When  you  decide  to  use  Bactrim, 
use  the  power  of  the  pen  as  well. 
Protect  your  prescribing  decision  in 
accordance  with  your  state  regula- 
tions to  prevent  substitution.  It  guar- 
antees your  patients  will  get  the 
power  of  Bactrim. 
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Bactrim 

(trimethoprim  and 
sulfamethoxazole/Roche) 


I have  given  fashion  a say  in  my  treatment  of  patients. 
Consider  the  irony:  as  professed  scientists  and  pro- 
ponents of  Cartesian  doubt,  we  physicians  find  our- 
selves, like  lemmings,  episodically  and  with  a blind 
infectious  enthusiasm  pushing  certain  diseases  and 
treatments  primarily  because  everyone  else  is  doing 
the  same.  This  is  unacceptable.  Kowtowing  to  fashion 
gives  the  lie  to  our  intellectual  integrity  and  may  result 
in  medical  care  that  is  not  scientifically  justified  and 
in  decisions  that  are  not  in  the  best  interests  of  our 
patients.  All  fashions  in  medical  care  are  not  neces- 
sarily harmful  and  to  be  condemned,  but  all  are  sus- 
pect. 

Escaping  the  lure  of  pop  medicine  and  the  herd 
syndrome  will  not  be  easy,  for  fashion  is  a seductive 
and  powerful  foe.  It  offers  the  warmth  and  reassurance 
that  come  with  being  in  a group  and  acting  in  unity. 
It  supplies  ready,  painless  answers;  hard  thinking  and 
critical  doubt  are  no  longer  required.  And,  at  a time 
of  shrinking  medical  income,  the  exploitation  of  med- 
ical fashions  offers  a rich  opportunity  for  financial 
gain.  The  lines  are  drawn.  Which  shall  it  be,  science 
or  fashion?  Let  each  decide.  0 
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anemia  due  to  tolate  deficiency,  pregnancy  af  ferm  and  during  the  nursing  period,  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throal,  fever,  arthralgia,  cough,  shortness  of 
breath,  pallor,  purpura  or  laundice,  may  be  early  indications  of  serious  reactions  In  rare  instances  a skin 
rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson  syndrome,  toxic  epidermal 
necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform  complefe  blood  counts  frequently 
BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A 8-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bacterioloqic  failure  when  treafed  wifh  Bacfrim  than  with  penicillin. 

PRECAUTIONS:  General:  Give  wilh  caulion  lo  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g . elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  ol  Pneumocystis  Carinii  Pneumonia  in  Patients  with  Acquired  Immunodeficiency  Syn- 
drome (AIDS):  AIDS  patients  may  not  tolerate  or  respond  to  Bactrim  in  same  manner  as  non-AIDS  patients 
Incidence  of  side  effects,  particularly  rash,  fever,  leukopenia,  elevated  aminotransferase  (transaminase) 
values,  with  Bactrim  in  AIDS  patients  treated  tor  Pneumocystis  carinii  pneumonia  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
tnlormalion  lor  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
is  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenyloin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

DrugiLaboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  intertere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  wifh  the  Jatfe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility  Carcinogenesis  Long-ferm  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  pafients 
freated  wifh  Bactrim  revealed  no  chromosomal  abnormalities  tmpairmentolFerlilily  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg'kg'day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
wifh  folic  acid  metabolism;  use  during  pregnancy  only  if  pofential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  lor  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multitorme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoeniein  purpura,  serum 
sickness-iike  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gasiroinleslinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis,  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic.  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression,  apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Respiratory  Pulmonary  infiltrates  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous 
Weakness,  fatigue,  insomnia 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  lor  use  in  infants  less  than  two  months  ol  age 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND  ACUTE  OTITIS  MEOIA 
IN  CHILOREN  Usual  adult  dosage  for  urinary  tract  infections  Is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls  (20  ml)  6 r d for  fO  lo  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  lor  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis.  Renal  Impaired  Creafinine  clearance  above  30  ml/min,  give  usual  dosage. 
15-30  ml/mtn,  give  one-half  fhe  usual  regimen,  below  15  ml/min,  use  nol  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  AOULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  (20ml)b/(f  for  14  days 

PNFUMDCYSTIS  CARINII  PNEUMONIA  Recommended  dosage  is  20  mg/kg  frimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggesfed  children  s dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  frimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500;  Tel-E-Dose'x  packages  of  100;  Prescription  Paks  ol  20  Tablets  (80  mg  In- 
mcthoprim  and  400  mg  sulfamethoxazole)— boltles  of  100  and  500;  Tel-E-Dose'  packages  of  100. 
Prescripfion  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pinf).  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  15‘’-30"C  (59”-e6“F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15“-30°C  (59°-86"F)  PROTECTED  FROM  LIGHT 
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CORRESPONDENCE 


Voter’s  Dilemma 


Dear  Editor: 

I have  begun  to  read  various  letters  and  reports  rep- 
resenting the  position  of  physicians  as  such  positions 
might  relate  to  the  upcoming  election  of  five  justices 
to  the  Alabama  Supreme  Court. 

1 have  been  troubled  by  the  fact  that  I find  my 
political,  social,  and  economic  views  better  repre- 
sented by  the  Republican  Party  than  the  Democratic 
Party.  It  is  my  opinion  that  no  justice  will  seek  a seat 
on  the  Alabama  Supreme  Court  as  a Republican. 

This  means  that  for  me  to  participate  and  to  have 
weight  in  the  election  process,  then  I must  participate 
as  a Democrat.  The  only  possible  exception  would  be 
should  there  be  a Democratic  Party  runoff  and  I switch 
in  the  runoff  from  Republican  to  Democrat.  I trust  that 
most  readers  of  this  letter  can  look  at  our  Republican 
Governor  and  remember  that  he  became  governor  by 
virtue  of  the  switch  voting  just  described. 

It  is  my  opinion  that  the  Republican  Party  represents 
a substantial  majority  position  taken  by  the  member- 
ship of  MASA.  If  the  members  of  MASA  participate 
in  the  Democratic  primaries  they  will  find  that  they 
have  no  influence  in  the  Republican  Party. 

With  the  foregoing  in  mind,  I would  appreciate  an 
explanation  of  how  I can  remain  loyal  to  the  Repub- 
lican Party  and  at  the  same  time  have  much  weight 
with  the  Democratic  Party’s  selection  of  Alabama  Su- 
preme Court  justices? 

It  is  my  opinion  that  physicians  have  frequently 
surrendered  their  long  term  interest  because  of  the  heat 
of  the  local  day.  This  schizophrenic  type  of  behavior 
is  one  of  the  causes  for  the  lack  of  political  whammy 
so  often  seen  today.  Unless  and  until  I am  shown  how 
I can  be  an  effective  Republican  by  participating  in 
the  Democratic  primaries,  then  it  is  my  intention  to  so 
not  participate.  I would  like  to  hear  from  my  colleagues 
as  to  their  feelings  on  this  point. 

JOSEPH  P.  MUDD,  JR.,  M.D. 

Jackson,  Alabama 
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Treatment  of  Male  Impotence 
— A Pharmacologic  Erection 

Program 


Carl  J.  Sanfelippo,  M.D.* 
Albert  J.  Tully,  Jr.,  M.D.* 
William  A.  Leitner,  M.D.* 
Cecil  Morgan,  Jr.,  M.D.* 


A.  M.  Deason,  Jr.,  M.D.* 
Rodney  L.  Dennis,  M.D.* 
Chris  Spivey,  S.A.* 
Becky  Holmes,  S.A.* 


Robert  T.  Russell,  M.D.* 


Impotence  is  reported  to  affect  at  least  10  million 
men  in  the  United  States.  The  etiologies  include 
hormonal  deficiency,  vascular  abnormalities,  neuro- 
logic deficits  and  psychological  problems.  Often  there 
are  multiple  etiologies  involved.  As  late  as  1980,  90% 
of  impotence  problems  were  felt  to  be  due  to  psy- 
chologic problems  and  only  10%  due  to  organic  dis- 
ease. Now  in  1987  with  better  diagnostic  techniques 
we  know  that  more  than  50%  of  these  problems  are 
truly  organic  in  nature. 

Recently  we  have  developed  an  organized  approach 
to  determine  the  extent  of  these  above  factors  involved. 
We  then  use  this  information  for  a more  logical  treat- 
ment program  to  improve  potency.  One  of  the  new 
treatments  available  is  the  use  of  penile  injections  to 
create  an  erection.  This  technique  and  our  results  will 
be  discussed  below. 


♦Urology  Associates,  P C..  1000  South  14th  St.,  Birmingham.  AL  35205. 


Evaluation 

All  patients  referred  for  potency  difficulties  undergo 
a detailed  history  and  physical  examination.  A thor- 
ough history  is  the  most  important  diagnostic  tool,  and 
in  about  90%  of  the  cases  it  will  indicate  the  etiology 
involved.  Hormonal  screening  studies  include  serum 
testosterone,  prolactin,  and  LH.  Nocturnal  snap  gauge 
testing  helps  to  determine  whether  the  patient  is  phys- 
ically capable  of  normal  erectile  function.  This  is  a 
good  screening  device  for  organic  versus  psychogenic 
impotence.  Patients  suspected  of  vascular  abnormali- 
ties undergo  penile  doppler  evaluation  with  determi- 
nation of  penile-brachial  index  (PBI).^  Biothesiometry 
is  used  to  screen  for  neurologic  abnormalities.  Psy- 
chologic testing  (MMPI)  and  nocturnal  penile  tu- 
mescence (NPT)  studies  are  also  done  to  screen  for 
psychologic  problems  especially  in  younger  patients. 

This  battery  of  testing  will  enable  us  to  determine 
the  causative  factors  and  plan  a treatment  course  for 
the  patient.  Not  all  of  the  above  tests  are  appropriate 
or  necessary  for  all  patients. 
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Treatment 

Treatment  options  in  the  past  have  included  the  fol- 
lowing: 

1 . Supplemental  testosterone  — Only  given  to  pa- 
tients with  low  serum  testosterone  levels.  Testosterone 
primarily  affects  libido  and  not  erectile  function  di- 
rectly and  its  long  term  use  in  patients  with  otherwise 
normal  testosterone  production  may  produce  dele- 
terious side  effects. 

2.  Yohimbine  — An  oral  alpha  2 adrenergic  block- 
ing agent  which  may  increase  penile  blood  flow. 

3.  Isoxsuprine  hydrochloride  — An  oral  peripheral 
vasodilator  which  may  increase  penile  blood  flow. 

4.  Vacuum  device  — This  induces  penile  engorge- 
ment through  vacuum  suction  and  maintains  erection 
by  a constricting  band.' 

5.  Psychological  counseling  — For  those  patients 
where  an  organic  abnormality  has  been  ruled  out. 

6.  Penile  prosthesis  — A surgical  implant  is  re- 
served for  those  patients  who  are  unable  to  be  helped 
with  above  medical  therapy. 

In  the  early  1980’s  Virag  initiated  a program  of 
intracavemous  self-injection  of  a vaso-active  substance 
that  was  able  to  create  an  erection.^  A combination  of 
papaverine  and  phentolamine  is  now  used  for  its  di- 
agnostic and  therapeutic  properties.^  Papaverine  re- 
laxes the  smooth  musculature  of  the  arteries  and  la- 
cunae of  the  corpora  cavernosa.  Phentolamine  is  an 
alpha  adrenergic  blocking  agent  and  together  these 
drugs  result  in  penile  vascular  engorgement  and  an 
erection.  Papaverine  hydrochloride  (30  mgs.  per  ml.) 
and  phentolamine  mesylate  (1  mg.  per  ml.)  are  used 
in  varying  amounts.  The  drugs  are  injected  with  a 28 
or  30  gauge  needle  into  one  of  the  corpora  cavernosum 
near  the  base  of  the  penis  as  shown  in  Figure  1 . 


Figure  I . Cross-section  view  of  penile  shaft  shows  the  rela- 
tionship of  the  urethra  to  the  corpora  cavernosa.  Longitudinal 
view  shows  injection  of  corpora  from  lateral  aspect. 


As  a diagnostic  agent,  papaverine  alone  in  very  small 
doses  will  cause  an  erection  in  psychologic  impotence 
and  thus  help  to  define  and  direct  that  patient  to  ap- 
propriate counseling. 

For  those  patients  with  organic  (non-psychologic) 
impotence  who  have  not  responded  to  or  declined  other 
forms  of  treatment  the  papaverine-phentolamine  in- 
jections may  be  therapeutic.  The  following  protocol  is 
used:  injections  are  initially  done  in  the  office.  Since 
the  dosage  to  achieve  full  erection  is  quite  variable 
from  patient  to  patient,  we  start  out  by  injecting  the 
smallest  amount  (0.1  cc.)  of  the  mixture  and  if  this 
does  not  cause  satisfactory  erections  the  patient  returns 
in  one  week  and  the  dosage  is  increased  by  incremental 
amounts  until  satisfactory  erection  results  and  remains 
for  30  to  60  minutes.  If  the  maximum  dosage  (2  ccs.) 
does  not  provide  an  erection,  this  indicates  severe  vas- 
cular disease  (arterial  insufficiency  or  venous  leakage) 
and  the  program  cannot  be  used  for  this  individual 
patient.  If  an  erection  occurs  the  patient  remains  in  the 
office  and  is  monitored  every  fifteen  minutes  until  the 
erection  subsides.  Prolonged  erections  can  be  detri- 
mental to  the  vascular  tissue  in  the  corpora  and  there- 
fore if  an  erection  persists  longer  than  four  hours,  the 
corpora  are  irrigated  with  a dilute  solution  of  neo- 
synephrine  or  epinephrine  until  detumescence  occurs. 
Once  the  optimum  dosage  for  that  particular  patient  is 
arrived  at,  the  patient  himself  learns  the  techique  of 
drawing  up  the  exact  volume  of  medication  and  proper 
injection  technique.  The  patient  is  given  a two  month’s 
supply  (up  to  ten  injections  per  month  may  be  used) 
and  is  allowed  to  use  the  medication  for  sexual  rela- 
tions at  home. 

The  injection  technique  may  fail  to  work  in  ap- 
proximately 30%  of  the  patients,  usually  because  of 
advanced  penile  vascular  disease  and  for  these  pa- 
tients, consideration  of  a penile  prosthesis  may  be  ap- 
propriate.'* 

Results 

From  May,  1985,  through  December,  1986,  225 
patients  with  impotence  were  evaluated  and/or  treated 
with  papaverine-phentolamine  injections. 

Our  patients  ranged  in  age  from  20  to  84  with  56% 
being  age  60  or  above  (see  Table  1).  The  vast  majority 
(188/225  or  83.6%)  of  the  patients  had  vascular  ab- 
normalities causing  their  impotence  (see  Table  2).  These 
patients  have  been  classified  into  two  groups:  those 
that  are  receiving  home  therapy  and  those  who  received 
office  injections  only. 

Home  Therapy:  Papaverine-phentolamine  injections 
at  home  as  definitive  therapy  were  offered  to  123  pa- 
tients. 89/123  (72%)  are  continuing  to  use  this  as  ther- 
apy for  their  impotence  without  problems  or  compli- 
cations. 16/123  (13%)  did  not  continue  to  have 
sufficient  erections  for  intercourse  with  the  injections 
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TABLE  1 

Age  Distribution  of  Patients 


Age 

Number 

Less  than  30 

4 

31-40 

11 

41-50 

32 

51-62 

57 

61  or  greater 

121 

Total 

225 

and  5 (4.1%)  of  these  elected  to  have  a penile  pros- 
thesis. 4/123  (3.3%)  patients  developed  better  erec- 
tions after  initial  injection  therapy  and  no  longer  needed 
any  ther4py  for  satisfactory  relations.  Whether  this  is 
due  to  improved  and  sustained  blood  flow,  psychologic 
benefit,  or  some  other  phenomenon  is  not  completely 
understood  but  has  been  reported  from  other  sources. 
12/123  (9.8%)  patients  have  discontinued  the  program 
because  of  personal  reasons. 

Office  Only:  102/225  (45.3%)  patients  had  office 
injections  only  and  did  not  utilize  home  injection  ther- 
apy. Of  these  55/102  (53.9%)  had  no  significant  re- 
sponse to  the  injections  even  at  a maximum  dosage 
and  elected  other  treatment  modalities.  10/55  (18.2%) 
proceeded  to  a penile  prosthesis.  8/102  (7.8%)  patients 
had  injections  for  diagnostic  purposes  only  (to  help 
differentiate  psychologic  from  organic  impotence).  34/ 
102  (33.3%)  noted  significant  improvement  in  erec- 
tions after  multiple  office  injections  and  did  not  need 
any  more  injections  to  attain  satisfactory  relations  at 
home.  Again,  this  benefit  may  be  partly  psychologic, 
partly  improved  blood  flow,  or  some  other  unknown 
mechanism. 

Follow-up  and  Complications 

Once  home  therapy  has  been  initiated,  patients  are 
followed  at  two  month  intervals.  They  are  examined 
for  injection  site  injuries  or  evidence  of  corporal  fi- 
brosis. Although  this  has  been  reported  in  a small 
percentage  of  patients  by  other  groups,  we  have  not 
yet  seen  these  problems.^  Prolonged  erections  (pria- 
pism) have  occurred  in  10%  of  patients  with  initial 
office  injections.  All  of  these  have  been  easily  man- 
aged with  in-office  irrigations.  Home  therapy  priapism 
requiring  emergency  room  irrigation  has  occurred  in 
only  one  patient.  The  small  incidence  of  problems  is 
due  to  precise  training  of  the  patient  in  the  office  prior 
to  initiating  home  therapy. 

Conclusions 

The  use  of  self-injection  papaverine-phentolamine 
has  proved  to  be  a significant  treatment  for  erectile 
dysfunction.  89/123  (72%)  of  the  patients  on  home 


TABLE  2 


Etiology  of  Erectile  Dysfunction 


Vascular 

188 

Diabetic 

25 

Neurogenic 

24 

Post-Surgical 

5 

Psychogenic 

10 

Total 

254* 

^Includes  multiple  etiologies 

injection  therapy  continue  to  use  the  method  and  are 
pleased  with  the  results.  For  these  patients,  the  injec- 
tion therapy  will  allow  them  to  have  successful  rela- 
tions without  necessarily  proceeding  to  a penile  pros- 
thesis. Reviewing  both  groups  (office  injection  only 
and  home  therapy)  the  papaverine-phentolamine  in- 
jections were  unable  to  provide  adequate  erections  in 
71/225  (31%). 

The  advantage  of  this  new  program  is  that  it  aids 
in  diagnosis  and  it  provides  another  treatment  option 
to  patients  with  organic  impotence.  It  may  also  be  used 
in  psychogenic  impotence  but  concomitant  psychol- 
ogic counseling  should  be  undertaken.  The  long  term 
affects  are  still  unknown  but  in  a carefully  supervised 
program  these  are  anticipated  to  be  minimal. 

The  Future 

In  the  last  five  years  we  have  learned  a great  deal 
about  the  causes  and  treatment  of  impotence.  We  have 
learned  that  many  of  the  patients  that  we  thought  had 
psychogenic  impotence  truly  do  have  organic  problems 
that  can  be  corrected  or  improved. 

Considerable  research  is  now  being  conducted  in 
the  field  of  arterial  revascularization  procedures  and 
ligation  of  venous  leaks  in  those  patients  with  vascular 
impotence.  Simpler  and  better  prosthetic  devices  con- 
tinue to  be  produced  each  year.  Until  the  ultimate 
procedure  or  device  is  defined,  this  pharmacologic 
erection  program  will  continue  to  play  a major  role  in 
the  modem  diagnosis  and  treatment  of  impotence. 
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An  Extraordinary 
Selection  of 
Experienced  Import 
Automobiles! 


Below  is  our  selection  at  press 
for  an  updated  list,  equal  or 
'86  PORSCHE  91 1 Call  1-277-5700. 

white,  black  leather,  cruise,  16-inch 
wheels,  climate  control,  Reno  radio. 

8.000  carefully  driven  miles.  Like 
new. 

'86  MERCEDES-BENZ  300E 

Black  pearl,  maroon  leather,  9,000 
actual  miles.  Factory  warranty  Must 
see  to  appreciate. 

'87  SAAB  900  SEDAN 

White,  gray  cloth,  automatic,  air, 

14.000  miles.  Must  see! 


'87  BMW  3251  CONVERTIBLE 
Salmon  silver  with  claret  leath- 
erette, 5-speed,  8,000  miles. 
Absolutely  like  new. 


'85  TOYOTA  CAMRY  LE 

Automatic,  sunroof,  power  windows 
& locks,  alloy  wheels,  25,000  one 
owner  miles.  Champagne  gold. 
Very  nice. 

'85  VOLVO  DL  SEDAN 

Black  with  beige  cloth,  auto.,  air,  all 
books  & records.  Must  see  to 
appreciate. 

'87  VOLVO  760 

Turbo  intercooler  Station  Wagon, 
14,840  miles.  Cold  with  black 
leather.  Factory  warranty. 


'86  MERCEDES  BENZ  300E 

Midnight  blue  with  pal.  30,000  miles, 
all  books  & records.  Perfect  Car! 

'86  JAGUAR 

Cobalt  blue  with  biscuit  leather,wire 
wheels,  all  options,  30,000  miles. 
Excellent  condition  with  all  books  & 
records. 

'87  ACURA  INTEGRA  LS 

5-door.  Metallic  beige  with  beige 
cloth  interior.  5-speed,  cruise, 
power  windows  & door  locks, 
cassette,  7,000  one-owner  miles. 
Absolutely  perfect. 


time.  . . 
better, 

'85  JAGUAR  XJ6 

Black  with  black  leather,  22,000 
actual  miles,  wire  wheels,  sunroof,  all 
other  options.  Must  see  to 
appreciate. 

'87  TOYOTA  CRESSIDA 

Smoke  silver  with  brown  leather, 
automatic,  sun  roof,  all  extras,  full 
factory  warranty  40  miles.  (This  is 
a new  car.)  It  starts  at  purchase. 

'87  PORSCHE  944 

Light  blue  with  black  leather, 

16.000  miles.  All  books  & 
records.  Real  nice. 

'86  HONDA  ACCORD  LXI 

Metallic  beige,  brown  cloth, 

26.000  one-owner  miles,  alloy 
wheels,  sunroof.  Extra  nice. 

'84  MAZDA  SE5  PICKUP 

Red  with  beige  leatherette,  air, 

27.000  actual  miles,  one-owner, 
camper  shell. 

'85  NISSAN  KING  CAB  4X4 

Beige  with  beige  interior,  5 speed 

11.000  miles.  Nice. 
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The  Future  of  American 

Medicine 

William  L.  Roper,  M.D.* 

Administrator,  Health  Care  Financing  Administration 


1 am  pleased  to  return  to  my  home  town, 
and  to  my  alma  mater,  to  discuss  the  present 
and  future  of  American  medicine.  So  much  has 
changed  lately  that  we  are  used  to  discussing 
the  “revolution”  in  health  care.  This  is  a cliche, 
but  one  that  is  nonetheless  true.  I believe  it  is 
worthwhile  to  step  back  and  take  the  long  view 
of  where  we  are  going. 


When  it  comes  to  the  Health  Care  Financing 
Administration,  I know  that  everyone  recog- 
nizes the  importance  of  our  running  the  nation’s  Med- 
icare program  in  a way  that  assures  health  care  that  is 
not  only  accessible  and  affordable,  but  also  of  the 
highest  quality. 

Yet  despite  our  agreement,  in  all  honesty,  there  must 
be  times  — perhaps  when  we  issue  still  another  reg- 
ulation, or  reporting  requirement  — when  HCFA 
threatens  to  become  everyone’s  favorite  four-letter 
word. 

Simply  because  we  all  admit  that  the  Federal  gov- 
ernment has  a bona  fide  role  to  play  does  not  mean 
we  should  accept  without  question  that  it  is  now  play- 
ing the  proper  role. 


* An  address  to  the  Alumni  Association,  University  of  Alabama.  School  of  Med- 
icine, Birmingham.  AL,  February  20,  1988. 


With  that  in  mind,  I would  like  this  afternoon  to 
discuss  two  very  important  issues. 

First,  I want  to  amplify  on  HCFA’s  role  in  meas- 
uring quality  care,  detailing  for  you  the  story  behind 
our  recent  release  of  hospital  mortality  information, 
and  telling  you  something  about  our  thoughts  on  meas- 
uring the  effectiveness  of  care. 

Then,  I would  like  to  broaden  the  discussion,  to 
consider  some  of  the  problems  with  the  current  Federal 
micromanagement  of  health  policy,  as  well  as  some 
suggestions  for  a more  competitive  health  care  system. 

Mortality  Information 

By  nominating  me  to  be  the  Administrator  of  HCFA, 
President  Reagan  in  essence  put  me  in  charge  of  the 
nation’s  largest  health-care  quality  assurance  program. 
And  “quality  is  our  most  important  product.” 

I quickly  came  to  believe  that  the  best  way  to  meet 
this  charge  was  to  gain  a better  understanding  of  just 
what  quality  means,  how  to  measure  it,  how  to  control 
for  it  and  how  to  enhance  it. 

This  mandate  was  made  more  urgent  by  the  fact  that 
just  shortly  before  I took  office.  Medicare  for  the  first 
time  had  released  information  on  the  mortality  rates 
at  the  nation’s  acute-care  hospitals. 

This  information  release  was  intended  for  the  use 
of  PROs  conducting  review  of  care  provided  to  Med- 
icare patients.  We  clearly  stated  that  the  lists  did  not 
necessarily  indicate  good  or  bad  providers. 

But  we  learned  from  our  experience  that  the  hospital 
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and  medical  communities  needed  to  play  a much  larger 
role  in  such  an  effort.  And  more  needed  to  be  done 
to  communicate  how  such  information  should  be  in- 
terpreted and  used. 

That  is  why,  in  December  1986,  HCFA  convened 
a quality  of  care  symposium  which  included  profes- 
sionals from  consumer  groups,  providers  and  acade- 
mia. 

We  subsequently  had  technical  consultations  with 
nationally  recognized  experts  in  health  and  statistics. 
We  spoke  with  major  health  care  and  consumer  or- 
ganizations, as  well  as  with  the  public. 

Once  we  had  decided  on  our  plans,  we  went  to  great 
lengths  to  be  clear.  Workshops  were  held  in  early 
December  at  which  the  news  media  and  various  groups, 
including  the  AM  A,  were  invited.  At  these  workshops, 
we  discussed  the  format  of  the  information  about  to 
be  released,  methods  of  interpretation,  and  proper  ca- 
veats about  its  use. 

Then,  on  December  17,  HCFA  released  its  infor- 
mation on  mortality  rates  for  Medicare  patients  at  nearly 
6,000  hospitals  nationwide  that  treated  Medicare  ben- 
eficiaries in  1986. 

The  seven  volumes  contained  figures  reflecting  the 
mortality  rate  at  each  hospital  for  Medicare  patients 
overall,  as  well  as  the  rates  for  patients  in  each  of  16 
diagnostic  categories,  including  cancer,  kidney  disease 
and  stroke. 

Each  hospital’s  actual  mortality  rates  were  also  com- 
pared with  HCFA’s  calculation  of  what  could  have 
been  expected  for  the  hospital,  given  the  mix  of  pa- 
tients it  treated. 

Hospitals  were  given  an  opportunity  to  present  writ- 
ten comments  on  the  statistics,  and  these  comments 
were  published  along  with  the  numbers.  We  took  great 
pains  to  explain  the  strengths  and  limitations  of  this 
information.  We  especially  focused  on  the  fact  that 
this  is  a screening  tool. 

We  decided  to  release  this  information  not  because 
it  was  required,  but  because  it  is  an  important  contri- 
bution ot  the  existing  body  of  knowledge  about  health 
care. 

The  idea  is  to  stimulate  further  work  on  methods 
for  quality  measurement.  Quality  measurement  will 
remain  a high  priority  on  HCFA’s  agenda  on  into  the 
future. 

The  advice  we  received  from  all  parties  was  very 
helpful  in  helping  us  to  shape  a mortality  information 
release  that  did  just  that:  informed,  rather  than  in- 
flamed. 

Now,  we  are  working  to  move  from  focusing  solely 
on  hospital  quality,  to  including  that  of  other  providers. 
Our  release  of  hospital  mortality  information  is  one 
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ARAFATE' 

(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment  with  sucralfate 
can  result  in  complete  healing  of  the  ulcer,  a successful  course  of  treatment  with 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or  cimetidine  will  result 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents.  The  bioavailability 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these 
agents  from  that  of  CARAFATE  by  two  hours  This  interaction  appears  to  be  nonsys- 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined.  Flowever,  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of  drug-related  tumorigenicity  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment  Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
sucralfate  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2.2%)  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diaYrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  IS  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose 
Risks  associated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two,  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination 
HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088-1712-47) 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712  49)  Light  pink  scored 
oblong  tablets  are  embossed  with  CARAFATE  on  one  side  and  1 71 2 bracketed  by  Cs  on 
the  other  Issued  1/87 
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What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  dmetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (su  era  If  ate/ Mari  on).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  dmetidine^: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protect  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate; 


Cimetidine: 

All  patients  76.3% 


ARAFATE 

sucralfate/Marion 


Smokers 


62.5% 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 
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•Significantly  greater  than  cimetidine  smoker  group  (P<  05). 
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MEDICAL  PROFILE  N0.7 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College  , B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


¥lThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General,  tt 
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Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 
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Step  along  a longer  but  essential  road  that  I am  con- 
vinced will  lead  us  to  be  much  better  able  to  define 
and  ensure  quality  in  health  care. 

Effectiveness 

We  plan  to  spend  much  of  1988  focusing  new  at- 
tention on  the  next  level  of  concern  about  quality: 
effectiveness.  As  overseer  of  the  Medicare  and  Med- 
icaid programs,  HCFA  has  a responsibility  to  pay  only 
for  effective  care. 

We  will  best  meet  this  responsibility  by  helping 
providers  to  know  what  care  is  effective  and  by  helping 
beneficiaries  to  choose  effective  care. 

Careful  regulation  in  this  area  is,  of  course,  impor- 
tant, but  purely  regulatory  responses  would  inevitably 
become  intolerably  complex  and  lead  to  failure. 

We  must  therefore  use  every  part  of  the  HCFA  pro- 
gram to:  inform  beneficiaries;  shape  PRO  review  and 
feedback  to  providers;  refine  coverage  and  payment 
decisions;  AND  conduct  demonstrations  that  highlight 
effectiveness  and  carry  out  research  that  measures  ef- 
fectiveness. 

In  the  next  year  we  will  move  to  emphasize  this 
responsibility  for  effective  quality  care  and  to  assure 
that  HCFA  meets  it  with  increased  vigor  and  coordi- 
nation. 

We  are  convinced  that  this  is  a most  important  topic 
— though  we  are  not  yet  certain  about  all  the  specific 
steps  we  will  take. 

A growing  body  of  medical  literature  says  that  not 
all  of  the  increased  utilization  of  health  care  services 
are  improving  the  quality  of  care.  Studies  by  Wenn- 
berg.  Brook  and  others  are  producing  information  that 
seriously  questions  how  doctors  are  utilizing  many 
medical  procedures,  including  common  angiography, 
carotid  endarterectomy,  upper  GI  endoscopy,  cardiac 
pacemaker  implants  and  coronary  artery  bypass  graft- 
ing, to  name  a few. 

We  are  developing  an  agenda  that  will  closely  focus 
on  the  central  question  of  effectiveness  in  the  practice 
of  medicine. 

This  agenda  involves  many  aspects  of  health  re- 
search and  payment  policies.  We  will  coordinate  our 
work  with  other  government  agencies,  including  the 
Public  Health  Service.  We  would  also  like  to  involve 
the  AHA,  the  AMA,  and  other  provider  groups,  to- 
gether with  insurers,  consumers  and  beneficiaries. 

This  emphasis  on  effectiveness  of  care  is  a central 
part  of  HCFA’s  future.  It  serves  the  interests  of  ben- 
eficiaries, providers,  and  taxpayers.  Indeed,  the  agenda 
we  set  now  will  shape  HCFA  long  after  I have  left 
office. 


Congressional  Micromanagement 

So  much  then  for  HCFA’s  efforts  at  quality  care 
enhancement.  We  firmly  believe  there  is  a great  merit 
in  our  work,  especially  in  our  hospital  mortality  in- 
formation report. 

Yet  I wonder  if  the  same  can  be  said  about  the 
massive  outpouring  of  health  care  legislation  coming 
from  Congress  in  recent  years. 

In  his  valedictory  State  of  the  Union  Address,  Pres- 
ident Reagan  dramatically  demonstrated,  both  visually 
and  manually,  the  current  state  of  the  art  of  federal 
legislation. 

At  one  point,  the  President  displayed  Congress’s 
recent  handiwork,  the  massive  concurrent  resolution 
and  budget  reconciliation  act.  Combined,  these  two 
bills  summed  up  an  entire  year’s  worth  of  negotiations 
over  fiscal  and  budgetary  policy. 

One  of  those  two  massive  bills,  the  Omnibus  budget 
Reconciliation  Act  (or  OBRA  ’87),  contains  literally 
thousands  of  lines  of  fine  print  affecting  the  Medicare 
program. 

The  draft  implementation  plan  for  OBRA  ’87  pre- 
pared by  the  staff  of  HCFA  is  45  pages  of  fine  print 
detailing  the  responsibilities  facing  the  agency  either 
in  implementing  the  law,  or  drafting  the  regulations 
needed  to  implement  it. 

Another  HCFA  document,  on  the  status  of  reports 
due  to  Congress  contains  another  24  pages  of  fine 
print,  detailing  the  countless  documents  that  Congress 
requires  we  prepare  to  assist  their  analysis  of  the  Med- 
icare program.  How  anyone  can  read  them,  let  alone 
digest  them  and  use  them  to  formulate  a coherent  pub- 
lic policy,  is  another  question  entirely. 

In  the  light  of  Congress’s  handiwork,  I think  it 
worthwhile  to  reflect  on  a sounder  document,  the  62nd 
Federalist  Paper.  In  it,  James  Madison  wrote: 

“It  will  be  of  little  avail  to  the  people  that  the  laws 
are  made  by  men  of  their  own  choice  if  the  laws  are 
so  voluminous  that  they  cannot  be  read,  or  so  inco- 
herent that  they  cannot  be  understood;  if  they  be  re- 
pealed or  revised  before  they  are  promulgated,  or 
undergo  such  incessant  changes  that  no  man,  who 
knows  what  the  law  is  today,  can  guess  what  it  will 
be  tomorrow.’’ 

Perhaps  Mr.  Madison  had  premonitions  of  Medicare 
when  he  wrote  that.  He,  like  his  fellow  Founding  Fath- 
ers, was  well  schooled  in  classical  Greek  and  Latin. 
But  I doubt  even  he  could  have  deciphered  the  arcane 
declensions  of  Congressional  newspeak  that  goes  from 
OBRA  to  COBRA  to  SOBRA  and  back  to  OBRA 
again. 

A major  choice  we  continue  to  face  in  health  care 
is  whether  to  centralize  or  decentralize  decision-mak- 
ing authority  in  the  system. 

Centralization  does  have  some  merits,  but  is  limited 
in  its  ability  to  accommodate  to  local  differences.  It 
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is  effective,  however,  in  establishing  the  goals  and 
standards  that  will  make  a decentralized  “federal” 
system  for  health  care  benefits  not  only  plausible  but 
desirable. 

Let  me  turn  from  this  theoretical  question  about 
centralization  and  decentralization,  and  focus  on  the 
present  and  future  of  Medicare. 

Prospective  Payment 

The  Reagan  Administration  has  made  a major  push 
for  more  competiton  (including  market  forces  and  ap- 
propriate incentives)  in  health  care. 

And  much  change  has  occurred  in  health  care  in  the 
past  few  years  — it  is  often  described  as  a “revolu- 
tion.” Of  course,  a major  part  of  this  revolution  took 
place  in  1983,  with  the  passage  of  the  hospital  pro- 
spective payment  system. 

It  has  had,  far  and  away,  the  greatest  effect  on  the 
health  care  system.  It  has  given  hospitals  important 
incentives  to  deliver  health  services  efficiently  — and 
it  is  a dramatic  improvement  over  the  old  cost-reim- 
bursement system  for  hospitals. 

But  PPS  is  a centrally  administered  national  price 
payment  system,  not  price  competition.  The  only 
“competition”  among  hospitals  in  PPS  is  non-price 
— in  a continuing  effort  to  maintain  or  increase  patient 
volume. 

One  of  the  issues  we  have  focused  on  more  recently 
in  HCFA  is  the  continuing  increase  in  cost  per  case 
under  PPS.  Despite  strong  incentives  for  holding  costs 
down,  they  continue  to  rise. 

On  the  one  hand,  this  finding  may  lead  us  to  con- 
clude that  we  have  not  applied  sufficiently  firm  pres- 
sure (not  “squeezed  hard  enough”)  in  order  to  give 
hospitals  needed  incentives  to  control  costs. 

Alternatively,  we  may  have  given  hospitals  a ter- 
ribly difficult  task.  It  is  open  to  question  whether  hos- 
pitals really  can  control  their  costs  further. 

I believe  a central  point  at  issue  is  the  degree  to 
which  hospitals  truly  can  control  physician  decisions 
since,  after  all,  it  is  predominantly  the  decisions  of 
doctors  that  drive  health  spending. 

We  face  a major  question:  to  what  extent  Medicare 
really  can  safely  economize  further  in  the  hospital  sec- 
tor. 

Reducing  the  over-supply  of  hospital  beds  is  one 
alternative.  Given  the  low  and  still  declining  hospital 
occupancy  rates  in  many  parts  of  the  country,  one  of 
the  major  ways  we  could  hold  down  Medicare  hospital 
spending  is  to  find  the  political  will  to  allow  some 
hospitals  to  go  out  of  business. 

However,  I believe  it  is  implausible  to  put  great 
reliance  on  such  political  will  — especially  given  our 
current  experience  with  the  rural  hospital  sector. 

As  PPS  has  pinched  more  tightly  in  rural  America, 
the  Congress  has  responded  with  special  rural  rules 
and  higher  rural  payment  updates.  Some  of  the  changes 


were  well-warranted  (and  even  advocated  by  HCFA 
as  sound  policy). 

However,  other  changes  — contemplated  or  pro- 
posed — fly  in  the  face  of  knowledgeable  observers 
who  recognize  that  some  rural  hospitals  need  to  change 
or  even  close. 

Unfortunately,  as  time  goes  on,  we  are  seeing  the 
process  becoming  even  more  politicized  to  the  point 
where  local  issues  are  given  greater  emphasis  than 
overall  national  policy. 

This  is  particularly  problematic  under  PPS,  since 
we  only  have  national  tools  with  which  to  deal  with 
varying  local  markets.  Adornment  of  a national  pro- 
gram with  local  “fixes”  underscores  fundamental 
problems  with  such  a nationally  administered  price 
system. 

Consequently,  we  are  beginning  to  have  real  doubts 
about  further  progress  in  restraining  hospital  spending 
under  Medicare  using  PPS  alone.  To  be  clear,  it  is  far 
superior  to  cost-reimbursement,  but  it  has  its  own  faults, 
not  the  least  of  which  is  its  relative  inability  to  deal 
with  excessive  utilization  by  physicians. 

TPA 

Another  problem  which  threatens  questions  about 
the  basic  framework  of  PPS  is  the  process  of  intro- 
ducing new  technologies.  A highly  visible  case,  which 
we  are  now  facing,  is  how  the  Medicare  payment  proc- 
ess should  respond  to  TPA  and  streptokinase,  two  new 
drugs  used  to  treat  heart  attack  patients,  and  proven 
to  be  of  benefit,  but  priced  very  differently. 

The  issue  is  not  coverage.  Both  drugs  have  been 
approved  by  the  FDA  for  their  safety  and  efficacy. 
The  issue  is  payment  — should  there  be  some  ad- 
justment to  account  for  the  drug  costs  over  the  short 
term  until  update  factors  and  DRG  recalibrations  take 
place  18  months  from  now. 

I cannot  tell  you  what  our  decision  will  be,  but  I 
can  tell  you  this:  we  will  consult  carefully  with  all 
parties.  Indeed,  my  staff  and  I have  already  met  with 
leaders  in  the  hospital  industry  and  others. 

We  will  also  hear  from  clinical  experts,  researchers, 
and  those  in  practice,  and  will  speak  also  with  pro- 
viders, and  with  ProPAC,  which  has  deliberated  care- 
fully over  this  same  issue  and  recommended  an  overall 
increase  in  the  PPS  rates  to  account  for  TPA’s  costs. 

PPOs 

Part  A expenditure  growth  is  not  Medicare’s  only 
problem  by  a long  shot.  Part  B spending  is  literally 
out  of  control.  This  January,  the  Part  B premium  rose 
38.5%. 

This  change  is  brought  about  by  many  factors,  but 
chief  among  them  is  rapidly  growing  Part  B outlays. 

At  a September  30  Ways  & Means  Committee  hear- 
ing on  this  subject,  I discussed  the  problem  at  length, 
emphasizing  that  it  is  not  just  a unit  price  phenomenon. 


26  / Alabama  Medicine,  The  Journal  of  MASA 


but  is  especially  driven  by  burgeoning  utilization  of 
Part  B services. 

We  know  that  much  of  the  increase  in  utilization  is 
good  and  to  be  applauded  — it  is  doctors  doing  good 
for  their  patients.  But  we  also  know  that  some  of  this 
increase  is  unnecessary. 

I believe  we,  especially  now,  need  to  question  what 
has  been  a fundamental  premise  of  the  American  health 
care  system:  “More  is  better.”  More  is  not  necessarily 
better. 

We  need  seriously  to  examine  practice  patterns  and 
to  reach  consensus  about  appropriate  patterns.  Until 
recently  the  burden  of  proof  in  this  debate  has  been 
on  those  who  sought  to  have  doctors  (and  others)  pro- 
vide less,  in  order  to  ensure  that  quality  did  not  suffer. 

As  we  look  for  ways  to  constrain  Part  B spending 
growth,  using  incentive  payment  systems  like  PPS  for 
doctors  will  be  difficult.  Also,  since  utilization  growth 
is  the  major  component  of  outlay  growth,  price-only 
mechanisms  like  RVS  fee  schedules  are  not  sufficient. 

The  best  cost-control  mechanism  for  physician  serv- 
ices is  a competitive  system  that  puts  patients  through 
their  own  choosing  under  the  care  of  physicians  who 
are  appropriate  utilizers  of  services. 

In  exchange  for  increased  patient  volume,  the  phy- 
sician agrees  to  pay  a “price,”  that  is,  to  submit  to 
some  tighter  restraint. 


The  current  Medicare  participating  physician  pro- 
gram is  the  first  step  toward  such  a mechanism.  Under 
this  program,  physicians  receive  enhanced  volume  and 
forego  balance  billing  in  their  fees. 

In  economic  terms,  that  is  how  we  must  take  ad- 
vantage of  excess  capacity  — not  with  an  administered 
price  system,  but  by  creating  useful  competition  among 
providers. 

By  any  reasonable  measure  we  now  have  a glut  of 
providers,  both  of  doctors  and  of  hospitals.  It  is  a 
buyers’  market  and  the  federal  government  should  take 
advantage  of  it. 

Our  near-term  strategy  for  constraining  Part  B out- 
lays likely  will  include  price  restraint,  with  limitation 
of  the  prevailing  charge  increase  for  non-primary  care 
practitioners. 

In  addition,  we  will  look  to  more  intensive  case-by- 
case  utilization  review  to  determine  the  necessity  and 
the  appropriateness  of  services. 

We  are  also  developing  a possible  Medicare  phy- 
sician payment  reform  proposal  that  embodies  a broader 
set  of  principles  involving  both  cost  and  quality:  a 
preferred  provider  organization  within  the  Medicare 
program. 

We  would  select  a sub-set  of  doctors  — the  careful 
and  appropriate  practitioners  of  quality  medicine  — 
and  then  steer  a volume  of  patients  to  them  using 
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economic  incentives,  such  as  lower  beneficiary  co- 
payments. 

The  doctors  in  the  PPO  would  undergo  more  inten- 
sive utilization  review,  to  ensure  continued  adherence 
to  established  norms.  This  is  the  basic  concept  of  a 
Medicare  PPO,  but  we  are  working  on  the  important 
details. 

PHPO 

But,  having  told  you  about  the  problems  we  have 
in  Medicare  Part  A and  Part  B,  let  me  say  clearly: 
There  is  a better  way  of  dealing  with  these  problems 
— the  Private  Health  Plan  Option  under  Medicare. 

Under  our  uniquely  American  system  of  separation 
of  powers  with  checks  and  balances,  I believe  it  is 
much  better  to  rely  on  a decentralized  system  and 
private  health  plans  in  Medicare. 

Under  a 1982  law  change,  much  has  been  accom- 
plished with  HMOs  and  CMPs  in  Medicare.  We  have 
provided  senior  citizens  with  a choice.  We  now  have 
Medicare  risk  contracts  available  as  a choice  for  more 
than  one-half  of  our  31  million  beneficiaries. 

And  about  one  million  have  so  chosen  — to  enroll 
in  one  of  158  plans  in  34  states.  The  advantages  of 
such  plans  to  our  beneficiaries  are  many  — more  ben- 
efits, lower  copayments,  less  paperwork. 

It  is  important  for  me  to  point  out,  though,  that 
HMOs  will  need  to  prove  themselves,  not  in  compe- 
tition with  a fat  and  sassy  traditional  Medicare  pro- 
gram, but  one  that  is  lean,  mean  and  efficient.  Also, 
Medicare  is  improving  — witness  the  upcoming  cat- 
astrophic coverage. 

We  are  engaged  in  a “market  test”  of  the  Private 
Health  Plan  Option  in  Medicare.  It  is  up  to  us  in  HHS 
to  prove  whether  we  can  operate  the  program  in  a fair 
and  beneficial  manner  — fair  to  the  plans  with  whom 
we  do  business,  so  that  these  plans  grow;  and  bene- 
ficial to  the  consumers  served,  so  that  they  sell  the 
concept  to  others. 

We  also  seek  to  launch  a series  of  demonstrations 
of  another  type  of  capitated  plan  — based  on  pre- 
formed groups  of  Medicare  beneficiaries.  The  retired 
enrollees  in  an  employer  or  union  operated  health  plan 
would  participate  in  a Medicare  Insured  Group  dem- 
onstration. We  recently  signed  an  agreement  with  the 
Amalgamated  Life  Insurance  Company  to  develop  such 
a demonstration. 

There  are  some  (particularly  in  the  Congress)  who 
are  skeptical  about  our  demonstration  ideas  or  about 
certain  physician  incentive  payment  arrangements.  But 
remember  that  we  face  a problem  — continuously 
growing  Medicare  outlays. 

For  my  part  — long  term  solutions  need  to  depart 
from  micromanagement  and  focus  on  decentralization, 
competitive  forces,  and  incentives  for  the  appropriate 
use  of  medical  services.  I believe  this  offers  the  best 


hope  for  the  future,  controlling  costs  and  improving 
quality. 

Let  me  close  with  some  additional  reflections  on 
the  future. 

We  have  a real  contrast  between  the  conventional 
wisdom  and  reality  in  health  care.  For  example,  the 
conventional  view  is  that  there  have  been  major  “cuts” 
in  the  Medicare  program  in  recent  years.  In  fact.  Med- 
icare has  grown  more  rapidly  than  has  defense  in  the 
period  1981  through  1987. 

Further,  there  is  the  view  that  the  American  people 
value  health  so  highly  that  they  will  pay  any  price, 
bear  any  burden,  to  have  the  finest  in  health  care.  The 
reality  is  much  more  complex  than  such  sloganeering. 

I believe  we  will  always  devote  a large  share  of  our 
economy  to  health  care.  However,  what  I think  is 
growing  is  a demand  for  value  in  health  spending. 
Value  in  the  sense  of  paying  for  procedures  and  ac- 
tivities that  are  effective,  and  value  in  the  sense  of 
investing  incremental  dollars  in  ways  that  have  the 
most  return. 

Surely  there  are  limits  to  our  resources.  One  of  the 
uncomfortable  realities,  now  dawning  in  the  late  1980s, 
is  that  our  aspirations  have  outstripped  our  resources. 
Therefore  we  must  do  a much  better  job  of  targetting 
our  health  care  spending. 

This  will  necessitate  hard  choices  — by  people  of 
good  will.  As  I have  said  at  length  earlier,  I believe 
decentralized  decisions  of  this  sort  are  likely  to  prove 
better  than  centralized  ones. 

As  we  look  carefully  at  the  American  health  care 
system,  I believe  that  — despite  our  deep-seated  am- 
bivalence about  intruding  on  physician  independence 
— we  cannot  have  unfettered  physician  decision-mak- 
ing and  slow  health  cost  growth. 

There  is  surely  room  for  debate  about  how  to  con- 
strain MD  decision-making,  but  not  whether  to  do  so. 
As  we  analyze  the  system,  is  the  glass  half-empty,  or 
half-full?  In  a time  of  change,  the  medical  profession 
should  not  lose  sight  of  its  mission.  Medicine  must 
maintain  its  fiduciary  role  in  caring  for  patients. 

This  means  doing  what  you  believe  is  best  for  your 
patients,  but  at  the  same  time  being  committed  actually 
to  measuring  your  own  performance  and  that  of  your 
colleagues  — and  acting  on  this  information.  In  the 
long  run  this  will  be  the  main  way  the  medical  profes- 
sion will  maintain  its  credibility  in  this  new  age  of 
information  and  accountability. 

We  must  resist  telling  ourselves  that  the  old  ways 
were  the  best  ways,  and  commit  ourselves  to  the  en- 
terprise ahead. 

I believe  the  policy  I have  described  is  one  of  vision, 
but  a vision  tempered  by  pragmatism.  I believe  that  a 
more  competitive,  decentralized  system  of  private  pro- 
viders and  aware  consumers  will  ensure  a bright  future 
for  health  care  in  America,  at  a price  we  all  can  afford. 

□ 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERA15  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  vlews^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  lA  is  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
In  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 

compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


m ONCE-DAILY  ■ _ 

INDERAL  LA 

IPROPRANOaHal 


LONG  ACTING 
CAPSULES 
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The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FUU  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  Is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  In  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  Is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  Is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  In  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  In  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatmenf  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  Is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  Is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  In  overt  congestive  heart 
failure.  If  necessary,  they  can  be  used  with  close  follow-up  In  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  af  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  Infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  Is  advisable  to  relnstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized.  It  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  Indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WiTH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  In  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  If 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
Insulin-Induced  hypoglycemia,  propranolol  may  cause  a delay  In  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  Ts. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a deniand 
pacemaker.  In  one  case  this  resulted  after  an  Initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
h^atic  or  renal  function.  INDERAL  (propranolol  HCI)  Is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  Intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  Interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
Increased  Intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
plne  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  In  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  Infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrirre  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  In  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  Is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  In  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  Is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  In  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension: 
paresthesia  of  hands:  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  Insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  tor  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arteriai  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  iaryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  tor  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitratlon  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  Initial  dosage  Is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  dally, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  Is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  vaiue  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  freatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weeks  (see 
WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  Is  80  mg  INDERAL  LA  once  dally. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  Is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should  be  discontinued.  H may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Medicine  and  God: 
Is  God  Obsolete? 

Charles  H.  Smith,  M.D.* 


Abstract 

The  common  goals  of  religion  and  medicine 
over  many  centuries  is  recognized  along  with 
an  apprehension  that  such  a Golden  Era  of 
mutual  effort  may  be  ending. 

While  admitting  that  the  few  subjects  dis- 
cussed are  not  necessarily  those  of  primary 
importance,  it  seems  obvious  that  the  author 
is  addressing  the  few  which  he  considers  of 
primary  importance  during  current  times  and 
conditions.  While  it  is  very  clear  that  the  writer 
is  Christian,  it  is  hoped  that  he  has  not  belittled 
or  in  any  way  insulted  other  faiths. 

The  importance  of  physical  contact  between 
patient  and  physician  is  emphasized  while  cau- 
tions are  noted.  The  seeming  failure  of  the  Ac- 
ademic Physician’s  willingness  to  approach  this 
subject  is  lamented  as  is  the  resulting  igno- 
rance of  the  young  student/physician.  The 
writer  concludes  that  this  failure  is  detrimental 
to  physician  and  patient.  Perils  confronting  the 
female  physician  in  this  area  are  discussed. 

The  contributions  of  Jewish  physicians  are 
both  recognized  and  criticized. 

The  problem  of  Christians  and  other  faiths’ 
relationship  to  Islam  is  examined  but  no  firm 
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resolution  is  reached.  Some  probably  undesir- 
able and  almost  surely  unattainable  resolutions 
are  viewed. 

The  present  views  and  absurdities  of  our 
culture’s  approach  to  homosexuality  are  ob- 
served at  some  length. 

The  briefest  of  summaries  is  presented. 

Finally,  it  is  hoped  that  the  indispensable 
role  of  God  in  all  of  our  endeavours  is  rever- 
ently accorded  its  just  due. 


Introduction 

For  quite  a good  many  centuries  Medicine  and  Di- 
vinity worked  in  close  collaboration.  There  have 
been  exceptions  and  many.  It  is  difficult  to  conceive 
that  the  God  we  believe  we  now  know  could  look  with 
favor  upon  the  Inquisition  or  later  the  burning  of 
witches.  Temporary  divergences  of  thought  and  action 
are  common. 

What  we  might  begin  to  wonder  today  is  whether 
medicine  and  religion  are  on  unavoidable  collision 
courses.  Some  thoughts  seem  worth  exploring  and  will 
be.  The  ultimate  decision  may  be  “Does  greed  tran- 
scend God?” 

Subjects  presented  for  contemplation  and  discussion 
are  not  presented  in  any  imagined  order  of  importance, 
simply  as  they  come  to  mind.  And  they  are  presented 
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with  no  malice  toward  any  religion  or  any  Deity.  Cer- 
tain “inaliable  rights”  must  surely  include  the  right 
to  choose  our  own  God  and  favor  the  teachings  of  that 
God,  regardless  of  our  country  of  origin. 

The  Laying  On  of  Hands 

The  laying  on  of  hands  is  favorably  viewed  by  the 
Bible.  Genesis  49:14,  Acts  6:6  and  19:6  are  among 
many  references.  It  is  true  that  these  pertain  primarily 
to  those  to  be  designated  as  Holy  and  few  physicians 
would  place  themselves  among  the  Holy.  But  the  doc- 
tor remains  something  special,  if  not  holy,  among  most 
patients.  He  is  largely  responsible  for  the  well  being 
and  temporal  life  span  of  his  patient.  The  physician 
will  retain  this  position  since  no  other  professional  is 
trained  in  such  a fashion  as  to  replace  him.  Other 
professionals  may  demean  him,  sue  him,  even  ruin  his 
life  and  that  of  his  family.  But  no,  they  cannot  deprive 
him  of  his  training. 

The  brief  pat  on  the  shoulder  can  quite  often  have 
more  therapeutic  value  than  a lengthy  dissertation  on 
the  pathology  of  diabetes,  hypertension  or  schizo- 
phrenia. If  we  are  fearful  that  a pat  on  the  shoulder 
might  be  misinterpreted  as  a sexual  advance  we  just 
ought  to  get  out  of  medicine.  Fear  and  good  medicine 
are  not  compatible . That  is  it.  Thus  it  has  been  and 
thus  it  will  remain.  The  doctor  who  fears  to  touch  his 
patient  is  not  a doctor  at  all.  He  is  someone  who  wasted 
a number  of  years  in  an  elusive  pursuit  of  medical 
study. 

It  is  distressing  that  the  resident  physician  and  young 
practicing  physician  seem  unaware  of  the  value  of 
some  physical  contact.  Can  a minister  or  priest  baptize 
without  touching  the  person  to  be  blessed?  No,  he 
cannot.  The  physician  is  not  (or  rarely)  minister,  priest 
or  rabbi  but  at  some  point  he  is  going  to  be  a person 
who  is  going  to  be  the  person  responsible  for  the  phys- 
ical or  mental  happiness  of  the  patient  and  ultimately 
the  life  of  that  patient.  There  is  no  room  for  the  fearful 
or  legally  overly  cautious  doctor.  Situations  arise  when 
it  is  necessary  to  observe  the  Trumanesque  admonition 
to  the  effect  that  if  one  is  unable  to  stand  the  heat  one 
should  leave  the  kitchen. 

When  we  speak  of  hands,  we  may  be  inclined  to 
wonder  what  happened  to  the  shaking  of  hands.  A 
handshake  takes  only  a few  seconds.  It  can  mean  a lot 
— “I’m  glad  to  meet  you,  I look  forward  to  working 
with  you,  I hope  we  can  work  together  to  your  ben- 
efit.” The  handshake  remains  an  essential,  mostly 
meaningless,  gesture  in  social  situations  but  has  largely 
disappeared  from  the  emergency  room  where  it  is  often 
sorely  needed.  It  has  become  of  primary  importance 
to  shake  out  one’s  insurance  card,  fill  out  papers,  then 
wait  and  wait.  With  some  luck  the  patient  and  family 
are  eventually  herded  to  an  examination  room  where 
they  wait  and  wait.  Eventually  a physician  may  appear. 
Probably  he  will  not  show  the  simple  courtesy  and 


grace  of  a handshake  or  brief  apology  for  any  unnec- 
essary delay.  More  likely  he  will  appear  overworked, 
fatigued  and  harried.  So  what  is  new?  When  have 
physicians  not  been  harrassed,  harried  and  hurried? 
Never  in  the  writer’s  experience  has  it  been  otherwise. 
But  only  recently  in  that  experience  has  the  doctor 
forsaken  common  civility,  handshake  very  much  in- 
cluded. 

Likely  there  is  no  literature  on  the  subject  but  one 
feels  that  God  would  approve  the  handshake  and  that 
the  Dieties  of  other  than  Christian  religion  would  share 
that  approval.  We  would  think  that  even  today’s  Al- 
lah’s Islam,  or  perhaps  Islam’s  prefabricated  Allah, 
would  prefer  to  shake  the  hand  prior  to  its  amputation. 
A little  more  later. 

It  does  seem  that  the  female  physician  dealing  with 
the  male  patient  may  labor  at  some  disadvantage.  The 
shoulder  pat  might  be  at  increased  risk  of  misinter- 
pretation or,  in  the  case  of  an  attractive  physician, 
wishful  thinking  converted  through  rationalization  to 
misinterpretation.  The  handshake  may  signal  to  the 
male  patient  an  overly  aggressive  female.  This  same 
patient  might  be  entering  the  office  with  physical  or 
emotional  symptoms  directly  traceable  to  an  overly 
aggressive  spouse.  There  are,  however,  verbal  sub- 
stitutes available  until  a firm  doctor/patient  under- 
standing is  established.  One  can  always  borrow  a sen- 
tence or  two  from  Carl  Rogers.  “You  seem  a very 
nice  person.”  We  all  like  to  be  thought  of  as  nice 
persons  and  few  patients  could,  in  moments  of  most 
parataxic  thinking,  twist  such  a statement  into  any 
semblance  of  a sexual  proposition.  Those  who  have 
watched  on  videotape  an  initial  interview  by  Dr.  Rog- 
ers may  leave  with  a puzzled  shake  of  the  head.  With 
his  bald  head,  glasses,  squirrel  like  cheeks,  cherubic 
smile,  he  captures  the  patient  completely.  What  in  the 
world  does  he  do  for  an  encore?  Surely  he  has  ex- 
hausted all  of  his  considerable  charm  during  session 
one.  But  he  also  possesses  considerable  intellect  and 
this  must  be  the  answer  to  our  question. 

Of  course,  we  may  not  consider  our  patient  a nice 
person  at  all,  we  may  view  him  as  a slob.  Common 
courtesy  combined  with  a healthy  mixture  of  coward- 
ice permits  some  degree  of  hypocrisy.  We  would  also 
do  well  to  remember  that  the  patient  suffering  a panic 
attack  is  little  given  to  social  amenities.  He  may  only 
seem  a slob.  He  may  later  seem  quite  a nice  person. 

The  evolution  and  modernization  of  medicine  has 
all  but  eliminated  anything  other  than  elective  physical 
contact.  It  is  easier  and  perhaps,  but  only  perhaps, 
more  informative  to  scan  a liver  or  bounce  sound  waves 
off  a gall  bladder  than  to  bother  with  palpation,  per- 
cussion or  even  reasonably  comprehensive  history  tak- 
ing. 

It  is  terribly  easy  and  terribly  expensive  to  cast  the 
laboratory  and  X-ray  departments  in  the  general  di- 
rection of  the  patient.  One  lab  finding  demands  an- 
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other,  one  scan  precipitates  another.  These  expenses 
are  destroying  the  opportunity  for  elderly  and  poor 
patients  to  receive  adequate  care,  sometimes  any  care 
at  all.  Is  this  ungodly?  Is  God  a miser?  Well,  Jesus 
was  not  bom  at  the  Bethlehem  Hilton. 

There  is  little  more  to  be  done  than  to  repeat  and 
summarize.  Meaningful  physical  contact  is  both  im- 
portant to  the  patient’s  well  being,  it  is  consistent  with 
those  religious  principles  which  most  of  us  were  taught 
as  children.  Unnecessary  laboratory  and  X-ray  work 
which  we  know  will  now,  not  eventually,  deprive  the 
old  and  poor  of  needed  care  require  close  attention  by 
the  physician,  not  by  some  amateur  inspection  team. 

The  history  and  physical  examination  cannot  be  re- 
placed by  the  most  advanced  of  machines.  The  Doctor 
who  sometimes  sees  fit  to  pray  quietly  for  Divine  as- 
sistance may  be  the  wisest  of  physicians. 

The  academic  physician  will  determine  in  which 
order  the  student/resident  sets  goal  directions.  The 
teacher  has  every  right  to  be  Atheist,  Christian,  Hindu, 
Islamic  or  nothing  at  all.  What  the  teacher  does  have 
an  obligation  to  do  is  teach  an  humanitarian  approach. 
If  he/she  does  this,  then  the  student,  without  obligation 
to  any  religion,  is,  in  fact,  following  the  tenets  of 
Christian  religion  and  most  other  religions  as  we  know 
them. 

The  writer  recently  watched  a television  show  dur- 
ing which  a young  physician  serving  a mandatory  term 
in  a rural  area  announced  his  intention  to  vacate  that 
area  after  his  term  had  expired.  A family  practice  phy- 
sician, he  explained  that  he  intended  to  depart  the  area 
because  it  failed  to  provide  the  facilities  he  was  trained 
to  use.  Sounds  reasonable.  But  the  doctor  possessed 
a head,  presumably  a brain,  two  eyes,  two  apparently 
well  coordinated  hands,  in  general,  what  seemed  an 
intact  body.  The  “facilities”  which  the  doctor  lacked 
must  therefore  be  laboratory/pathology  and  X-ray.  One 
does  not  criticize  machines  or  laboratories,  rather  one 
offers  thanks  to  those  who  have  provided  advanced 
technology  and  its  availability,  repeat  availability. 
There  are  few  areas  so  rural  that  special  studies  are 
not  available  within  a score  or  two  miles.  Automobiles 
and  ambulances  are  at  hand. 

What  remains  to  be  asked  is  whether  during  seven 
or  more  years  of  training,  did  the  physician’s  instruc- 
tors/professors/heads  of  department  bother  to  teach  the 
brain  to  take  competent  history  or  the  hands  and  eyes 
to  do  a physical  examination?  Apparently  they  did  not 
bother  and,  if  not,  why  not?  This  is  a question  which 
will  not  be  answered  because  a quest  would  have  to 
begin  at  the  top.  The  top  is  beyond  reproach. 

There  could  be  a Divine  Plan  to  replace  human 
physicians  with  robot  physicians  and  this  probably  could 
be  accomplished  within  a decade.  But  it  is  very  hard 
to  imagine  that  God  intended  that  humans  should  be 
treated  by  other  than  humans. 


The  Christian  Physician 

Nearly  all  physicians  will  occasionally  be  ques- 
tioned regarding  their  religion,  especially  if  they  bear 
a foreign  sounding  name.  The  psychiatrist  will  fairly 
often  be  asked  “Are  you  a Christian  Psychiatrist?” 
even  if  his  name  be  Brown,  Jones  or  Smith.  If  the 
name  happens  to  be  Smith,  there  is  a contraction  of 
the  muscles  of  mastication,  narrowing  of  lids,  some 
furrowing  of  the  brow.  Yet  the  patient  has  every  right 
to  ask  the  question.  After  some  experimentation,  the 
writer  has  not  implemented  a satisfactory  answer.  “No, 
just  a Methodist”  may  not  entirely  satisfy  the  patient 
but  it  does  terminate  the  subject.  It  does  not  really 
satisfy  the  physician.  Is  the  patient  saying  that  it  is 
satisfactory  for  a “heathen”  to  administer  an  injection 
of  penicillin  but  only  the  Christian  is  competent  to  pen 
a prescription  for  an  antidepressant?  Again,  the  patient 
has  a right  to  his  opinion.  There  are  yet  other  consid- 
erations. 

Had  I been  bom  in  another  country  and  raised  a 
Hindu  or  Buddhist,  would  this,  of  religious  necessity, 
mean  I would  have  less  interest  in  my  patient’s  re- 
covery? Absurd.  I might  have  different  approaches,  I 
might  have  communication  problems  to  master,  I might 
address  God  by  another  name.  But  I would  remain 
me.  I cannot  believe  that  I would  be  deprived  by  any 
God  of  the  right  to  be  me. 

Hippocrates  was  not  a Christian.  He  addressed  Ap- 
pollo  and  other  gods.  Yet  the  Oath  would  raise  no 
brows  and  few  questions  should  one  encounter  it  in 
the  Bible.  It  is  a good  and  eternal  oath.  It  is  clear  and 
it  leave  no  room  for  misunderstanding  or  manipulation. 
It  tells  the  physician  in  no  uncertain  terms  what  he 
may  and  may  not  do.  And  it  is  being  increasingly 
violated.  It  is  violated  by  every  physician  who  works 
exclusively  for  a profit  only  hospital.  Medicine  was 
not  conceived  as  a profit  only  proposition.  More  a way 
of  life  really.  Any  doctor  is  invited  to  rationalize  his 
way  around  Hippocrates.  It  can’t  be  done.  It  is  almost 
as  though  Hippocrates  anticipated  the  medicine-for- 
money-only  organizers. 

Most  doctors  do  earn  a better  than  average  income. 
But  they  do  earn  it  and  they  have  paid  for  it,  in  money, 
in  lost  sleep,  in  periods  of  anxiety  and  of  embarrass- 
ment and  of  humiliation  and  what  sometimes  seems 
unbearable  fatigue.  Most  patients  know  this  and  don’t 
begrudge  it.  They  may  wonder  what  sort  of  off  center 
thinking  motivates  us  and  they  may  pose  a question 
about  motivation  which  we  cannot  answer.  But  they 
are  not  angry. 

Above  average  income  is  one  thing,  extravagant 
wealth  another.  Those  physicians  who  use  their  med- 
ical degrees  as  stepping  stone  to  riches  may  or  may 
not  earn  Divine  approval.  Eventually  they  will  find 
out. 

continued  on  page  J8 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effecfiveness  againsf 
fhe  major  causes  of  bacferial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
to  the  cephalosporins  and  should  be  given  cautiously  to  prevention  of  streptococcal  infections,  including  the  prophy- 
penicillin-allergic  patients.  laxis  of  rheumatic  fever.  See  prescribing  information. 


Ceclor’  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  b'/ Streptococcus 
pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A ^-hemolytic 
streptococci) 

Contraindication: 

Known  allergy  to  cephalosporins 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti- 
biotics. It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adiustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old  Ceclor  penetrates  mother's 
milk  Exercise  caution  in  prescribing  for  these 
patients 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely.  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1,5%:  usually 
subside  within  a few  days  after  cessation  of 
therapy  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  ot  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%:  and.  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children) 

• Abnormal  urinalysis,  elevations  in  BUN  or 
serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest* 
tablets  but  not  with  Tes-Tape’  (glucose 
enzymatic  test  strip,  Lilly)  (obizbzli 

PA  0709  AMP 

C.1987,  ELI  LILLY  AND  COMPANY  CR-5005-B-8493ie 

Additional  wlormalion  available  loihe 
piotession  on  request  from  Ch  Lilly  and 
Company.  Indianapolis,  Indiana  46Z85 

Ell  Lilly  Industries,  Inc 
Carolina.  Puerto  Rico  00630 
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The  exploiters  of  their  degrees  are  not  to  be  confused 
with  the  doctor  who  simply  happens  to  be  an  excellent 
and  exceptional  businessman.  These  physicians  would 
have  been  wealthy  had  their  degrees  been  in  Art  Ap- 
preciation. 

It  seems  sometimes  convenient  to  forget  that  Jesus 
was  a Jew.  This  is  obvious  when  we  see  Klan  members 
in  standard  uniform  of  robe  and  burning  cross.  The 
cross  signifying  Arayan  superiority  or  whatever  su- 
periority is  convenient  at  a given  time.  Christ’s  death 
was  not  ordered  by  Blacks  or  Jews  but  by  a Roman, 
possibly  a reluctant  one,  but  all  the  same  a Roman. 
This  we  are  taught  is  historical  fact. 

It  is  difficult  to  think  that  prejudice  could  exist  in 
modem  medicine.  It  may  linger  to  some  degree  but 
not  to  the  socioeconomic  deprivation  of  the  Black  or 
Jewish  physician.  The  Black  physician  who  has  some 
recent  historical  justification  for  apprehension  does  not 
really  seem  concerned,  nor  need  he  be.  It  never  re- 
mains for  long  a secret  that  some  Jewish  physicians 
adopt  “Christian”  names  in  order  to  avoid  non-exis- 
tent “prejudice”;  such  physicians  are  either  misguided 
or  plain  paranoid.  In  the  latter  case,  they  should  seek 
treatment  before  their  families  must. 

Jewish  doctors  have  contributed  and  continue  to 
contribute  mightily  to  the  medical  literature  and  in 
disproportionately  high  percentage.  Their  contribu- 
tions are  oriented  both  toward  research  and  clinical 
medicine.  Should  the  author  seek  to  find  fault  in  their 
writings,  it  would  be  toward  their  relentlessly  serious 
approach,  a lack  of  humor  which  is  certainly  not  lack- 
ing in  the  individual.  This  might  be  interpreted  as  a 
fault  of  the  author  and  with  good  cause.  Medicine  is, 
after  all,  often  a matter  of  life  and  death.  Yet  one  must 
wonder  whether  this  seemingly  unwritten  law  barring 
humor  might  inhibit  many  Jewish  physicians  from 
meaningful  contributions.  The  historical  road  to  the 
top  has  been  long  and  hard,  convoluted,  even  deadly 
for  many  Jewish  doctors.  It  may  require  a few  more 
comfortable  generations  before  they  see  humor  in  their 
scientific  selves. 

Sigmund  Freud  would  necessarily  be  the  one  phy- 
sician of  any  ethnic  group  who  already,  a little  less 
than  fifty  years  after  his  death,  has  earned  a very  per- 
manent place  in  the  literature,  any  literature.  He,  by 
his  own  admission,  was  a very  reluctant  atheist.  Athe- 
ist in  the  sense  that,  while  he  appreciated,  perhaps 
even  envied,  those  able  to  take  comfort  in  their  reli- 
gious beliefs,  his  own  scientific  convictions  did  not 
allow  him  to  share  those  beliefs  {Civilization  and  Its 
Discontents,  1939). 

Is  Freud  the  Atheist  then  doomed?  He  was  some- 
times petulant,  sometimes  gloomy.  He  was  given  to 
telling  ribald  jokes  at  psychoanalytic  conventions  pur- 


posely to  make  these  conventions  meaningful  rather 
than  a clash  of  larger-than-life  egoes.  He  was  a man 
large  enough  to  find  humor  in  his  own  thoughts  and 
actions  and  those  of  others  (Jokes  and  Their  Relation- 
ship to  the  Unconscious).  Primarily  though,  he  was 
Professor  Freud,  the  relentless  scientist.  Fundamen- 
tally work,  a little  time  for  relaxation  and  family. 

The  question  remains  is  Freud  the  Atheist  doomed? 
This  person  who  contributed  so  much,  gave  so  much 
and  suffered  so  much.  No,  if  we  believe  in  a forgiving 
God  we  must  believe  that  Freud  is  in  his  rightful  place. 

For  more  years  than  perhaps  anyone  can  recall  we 
have  spoken  of  Judeo-Christian  principles  and  ethics. 
We  seem  to  have  agreed  to  not  argue  the  question  of 
whether  the  Son  of  God  has  arrived  or  has  yet  to  arrive. 
There  have  been  political  disagreements  between  the 
United  States  and  Israel  and  they  are  very  obvious, 
not  clear,  but  obvious,  at  many  junctures  and  these 
are  present  at  this  time.  Regardless  of  the  outcome  of 
two  stubborn  peoples’  lack  of  political  agreement,  the 
fact  of  Judeo-Christian  ethics  will  not  be  affected. 
They  seem  too  similar  to  be  challenged  by  the  politics 
of  today  or  another  day. 

In  psychiatry,  there  are  a certain  number  of  physi- 
cians who  proclaim  and  may  even  advertise  themselves 
as  “Christian  Psychiatrists.”  Where  in  the  world  does 
that  leave  the  rest  of  us?  Are  we  by  implication  Athe- 
ists? Sinners?  Persons  not  worthy  of  patient  commu- 
nication? Adherents  of  Satan?  All  of  these  and  more? 
The  list  could  go  on  and  on.  The  surprise  is  not  that 
these  physicians  lacking  in  ethics  exist.  The  confound- 
ing thing  is  that  patients  of  intelligence  and  educations 
allow  themselves  to  be  taken  in  by  such  phonies.  Not 
all  such  physicians  can  be  called  phonies  in  the  usual 
sense.  Some  and  some  by  virtue  of  training  in  strongly 
religious  oriented  medical  schools  probably  consider 
themselves  the  religious  superiors  of  their  peers.  The 
writer  while  in  basic  training  at  Fort  Sam  Houston 
occupied  a cubicle  opposite  a California  educated  ho- 
liness type  medical  graduate.  The  writer’s  efforts  to 
gain  some  knowledge  of  the  Napoleonic  wars  and  the 
role  of  the  Duke  of  Wellington  were  periodically  punc- 
tuated by  the  prayers  of  the  occupant  opposite.  They 
were  holy  and  sincere  prayers  delivered  on  hands  and 
knees.  They  positively  gave  no  opportunity  for  satis- 
faction of  the  urge  to  physically  attack,  although  both 
the  Emperor  and  the  Iron  Duke  seemed  to  urge  me 
on. 

Deprived  of  any  opportunity  to  verbally  or  physi- 
cally assault  that  Super  Christian  who  both  interfered 
with  my  reading  and  my  sleep  (daylight  prayers),  it 
seemed  only  reasonable  to  make  his  acquaintance.  He 
was  a very  nice  person  who  alternately  either  blessed 
me  or  pitied  my  ignorance.  His  knowledge  of  things 
Holy  was  profound.  His  knowledge  of  things  medical 

continued  on  page  40 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 


Frank  Cochran 


Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  n years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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was  pathetic.  If  there  is  a moral  here,  it  seems  obvious. 
The  God,  the  same  God,  of  the  Californian  and  the 
Alabamian  would,  one  thinks,  expect  of  the  physician, 
some  Biblical  knowledge  but  sufficient  medical 
knowledge  to  go  forth  and  care  for  the  ill  and  to  do 
so  with  efficiency.  The  Californian  was  about  to  as- 
sume duties  for  which  he  simply  was  not  competent. 

Thus  the  writer  felt  only  a little  guilty  about  asking 
this  physician  whether  he  faced  Mecca  during  his  ritual 
prayers.  It  would  not  seem  sacriligious  to  assume  that 
God  would  settle  for  faith  in  the  young  physician  while 
insisting  upon  the  best  medical  knowledge  available 
to  him. 

Of  that  cynic,  that  person  who  advertises  in  an- 
nouncement cards,  or,  for  Heaven’s  sake,  in  a news- 
paper that  he/she  is  a “Christian  Psychiatrist”  there 
is  only  one  thing  to  be  said:  he  is  an  abomination.  He 
is  deserving  of  neither  recognition  by  Christ  or  ac- 
ceptance by  medicine.  The  truly  Christian  physician 
will  be  recognized  by  his  concern,  his  actions,  by  the 
ethic  that  demands  he  learn  more  and  more  of  medicine 
and  apply  that  knowledge  to  his  patients.  He  will  not 
find  advertisements  necessary.  His  efforts  and  accom- 
plishments are  the  only  advertisements  either  neces- 
sary or  morally  acceptable. 

Christianity  and  Islam 

LA-ELA-HA-IL-LAL-LA-HO  MO-HUM-MA- 
DUR  Ra-soo-lol-lah. 

“There  is  no  God  but  Allah  and  Mohammed  is  his 
prophet.”  A native  Meccan  bom  in  570  A.D.,  the 
Prophet  seemingly  did  not  enjoy  great  job  security 
either  as  prophet  or  religious  leader  although  he  fa- 
thered a religion  which  affected  millions  of  Islamites 
as  well  as  many  non-believers. 

The  inexplicable  happenings  in  the  Middle  East 
eventually  compelled  the  author  to  review  texts  owned 
since  some  college  courses  in  introduction  to  religion. 
Mohammmed  seemed  comparable  to  a rookie  quar- 
terback, heroic  until  a couple  of  fumbles  and  inter- 
ceptions. Following  an  error  or  two,  a kingdom  of 
coaches  wanted  him  benched.  He  did  survive  and  even- 
tually became  both  prophet  and  “Master  of  Arabia,” 
a multi-talented  quarterback.  Should  Jackie  Kemp, 
quarterback  turned  politician,  by  some  scarcely  con- 
ceivable happening,  realize  his  Presidential  ambitions, 
he  would  deserve  to  be  termed  Prophet  and  Washing- 
ton his  Mecca. 

A scholarly  definition  goes  “Into  its  (Islam’s)  for- 
mation were  woven  elements  from  the  native  Arabian 
faith,  a great  deal  from  Judaism  and  not  a little  from 
Christianity  as  those  were  understood,  the  whole  col- 
ored by  the  unique  personality  of  the  Prophet.”  This 
definition  does  go  a long  way  toward  explaining  why 


we  will  never  understand  Islam.  It  does  not  really 
explain  those  acts  of  violence  and  seemingly  senseless 
wars,  although  one  can  reasonably  argue  that  all  wars 
are  senseless. 

The  “ . . . unique  personality  of  the  Prophet,”  does 
that  offer  a clue?  There  are  would-be  prophets  in  Iran, 
Iraq,  Syria  and  the  migratory  PLO.  Are  they  willing 
to  commit  or  condone  repeated  atrocities  in  an  effort 
to  establish  the  uniqueness  of  Mohammed?  If  so,  their 
efforts  are  in  vain  but  so  at  times  seemed  those  of  the 
Prophet.  Are  they  Neanderthal  quarterbacks  playing 
on  a bloody  field?  This  is  only  a thought  and  not  a 
comforting  one.  Present  aspiring  Prophets  will  not  sur- 
vive forever  but  there  are  many  substitutes  sitting  on 
the  bench.  Barring  military  conquest  or  strict  agree- 
ment among  the  Super  Powers  to  isolate  Offending 
Countries,  this  type  of  violence  seems  destined  to  go 
on  forever.  Our  own  country  could  initiate  isolation 
by  stopping  all  intercourse  with  certain  countries  but 
we  are  not  likely  to  leave  a vacuum  too  easily  filled 
by  the  Soviets  nor  would  we  be  willing  to  further 
isolate  Israel.  But  the  whole  thing  is  only  a thought 
and  probably  a tangential  one. 

A more  comforting  and  more  probable  thought  is 
that  the  God  we  share  will  weary  of  needless  blood- 
shed. God  has  shown  impatience  in  the  past. 

Religion  and  Homosexuality  (and  Hysteria) 

AIDS  has  not  been  kind  to  those  choosing  a lifestyle 
differing  from  that  of  the  majority.  People  rant  of 
Divine  retribution,  a punishment  for  the  homosexual 
and  bisexual.  They  ignore  the  intravenous  drug  user, 
the  African,  the  infant  with  AIDS,  the  growing  number 
of  heterosexuals  with  the  disease. 

The  whole  subject  could  simply  be  dismissed  as  an 
hysterical  reaction  were  the  Bible  not  quite  so  explicit 
in  its  disapproval.  The  beginning  minister  or  priest  is 
quite  well  aware  that  much  of  the  Biblical  writing  is 
symbolic  but  at  present  he  is  hard  put  to  read  sym- 
bolism into  Biblical  injunctions  regarding  homosex- 
uality. We  know  a substantial  number  of  priests  are 
homosexual , a substantial  number  of  physicians , a sub- 
stantial number  of  everybodies.  We  all  know  and  have 
friends  who  are  homosexual  or  bisexual  and  we  would  j 
not  consider  surrendering  their  friendship  for  that  rea-  j 
son.  I 

We  can  and  must  dispel  myths.  If  God  intended 
AIDS  as  punishment  for  homosexuals,  bisexuals  and 
prostitutes.  He  jolly  well  took  his  time  about  deciding 
to  invent  a lethal  virus.  We  do  not  believe  He  approves 
of  abortion  on  request,  i.e.,  without  medical  indica- 
tion, but  He  has  not  yet  cast  a pox  upon  the  Supreme 
Court.  The  court  is  very  well  aware  that  they  violated 
the  Constitution  by  creating  judicial  legislation  in  Brown 
versus  School  Board  but  they  did  not  imprison  them- 
selves. 

The  writer’s  own  experience  in  acquaintance  with 
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homosexuals  suggests  that  they  are  kind,  generous, 
fair-minded  and  more  tolerant  than  are  their  “normal” 
counterparts . 

Psychiatry,  not  with  everyone’s  approval,  has  been 
among  the  leaders  in  empathy  toward  homosexuals. 
DSM-I  listed  homosexuals  as  a sort  of  psychopathic 
deviant,  which  was  nonsense.  The  American  Psychi- 
atric Association  removed  homosexuality  per  se  from 
DSM-II  in  1973.  By  no  means  were  all  psychiatrists/ 
psychologists  happy.  A diagnosis  of  “Ego  Dystonic 
Homosexuality”  was  included  in  DSM-III,  a partial 
surrender  to  a relatively  small  number  of  psychiatrists 
who  continued  to  feel  that  homosexuality  must  some- 
how be  pathological.  In  the  summer  of  1986,  the  APA 
removed  that  label  in  DSM-III-R,  thus  acknowledging 
that  a person’s  exual  preference  is  not  a disease  entity. 
A good  while  before  any  of  this,  Rado  and  others 
recommended  public  tolerance  provided  no  moral  or 
legal  laws  were  broken,  e.g.,  there  was  no  sexuality 
with  minors. 

This  should,  for  psychiatry,  at  least,  settle  the  mat- 
ter. Not  entirely.  In  Freud’s  study  of  A Case  of  De- 
mential  Paranoides,  the  Professor,  in  his  customary 
logical  one,  two,  three  manner,  painted  a seemingly 
reasonable  progression  from  homosexuality  to  para- 
noia. The  author  does  not  agree.  Obviously  the  Par- 
anoid Schizophrenia  is  a confused  person.  He  may 
father  one  or  more  children  and  he  may  have  one  or 
more  homosexual  experiences.  He  may  try  cocaine  (as 
did  Freud),  PCP,  or  any  number  of  drugs.  He  may 
have  homocidal  or  suicidal  urges  and  occasionally  he 
may  satisfy,  more  properly,  lay  to  rest,  these  urges. 
He  is  not  a homosexual,  an  addict  or  a murderer  al- 
though he  may  have  dabbled  at  all  three.  The  law 
usually  allows  only  one  dabble  into  murder  and  quite 
a few  paranoids  are  in  prison  where  they  are  sexually 
vulnerable  to  the  psychopath.  We  do  now  have  med- 
ications, antipsychotic  medications,  which  are  effec- 
tive and  which  often  offer  the  Schizophrenic  an  op- 
portunity to  adopt  the  lifestyle  of  his  choosing.  These 
were  not  available  during  Freud’s  lifetime.  Given  the 
opportunity  to  observe  the  Schizophrenic  in  remission 
rather  than  regression,  Freud  might  well  have  recon- 
sidered his  thinking  on  the  psychoses. 

The  above  paragraph  may  seem  an  unnecessary  di- 
luent and  perhaps  is.  But  all  psychiatrists  have  read 
of  the  paranoid  Dr.  Schreber  and  many  other  physi- 
cians will  recall  a lecture  or  reading  linking  paranoia 
and  homosexuality.  Dr.  Schreber,  protagonist  of  De- 
mentia Paranoides  was  incidentally  a doctor  of  law, 
not  medicine. 


We  casually  invite  our  children  to  wonder  how  many 
angels  might  share  the  head  of  a needle.  We  might 
more  prudently  consider  what  percentage  of  us  may 
be  classified  sinners  in  relation  to  the  entire  population 
for  any  given  reason.  If  we  accept  the  frequently  of- 
fered percentage  of  10%  homosexuals/lesbians,  then 
a relatively  large  number  of  persons  are  off  to  Hell. 
Throw  in  those  adolescents  who  practice  such  ho- 
mosexual equivalents  as  mutual  masturbation  and  the 
number  grows.  Add  all  violators  of  the  Ten  Com- 
mandments and  Heaven  looms  as  a rather  lonely  place, 
Satan  as  an  overworked  and  frustrated  host.  Poor  Satan 
may  be  driven  to  the  brink  when  he  is  forced  to  deal 
with  competitive  hosts  in  the  persons  of  television 
evangelists.  In  the  event  of  a Satanic  nervous  break- 
down, there  should  be  plenty  of  psychiatrists  around 
to  lend  a hand;  ideally  he  should  be  treated  by  a ‘ ‘Chris- 
tian Psychiatrist.”  They  will  all  be  around. 

We  tend  to  forget  that  the  Bible  was  written  not  by 
God  but  by  men,  and  clergymen  may  be  among  the 
worst  offenders  in  terms  of  such  memory  lapses.  A 
few  clergymen  seem  to  forget  that  they  themselves  did 
not  write  the  Bible.  We  feel  that  the  writers  were 
mostly  Divinely  inspired.  Mostly.  Not  necessarily  all. 
Even  if  all,  they  were  men  and  men  are  subject  to 
error  and  to  the  interpersonal  pressures  of  the  prejudice 
of  others.  This  is  fact  and  it  is  fact  that  requires  no 
elaboration. 

We  recall  that  Jesus  had  something  to  say  about 
casting  the  first  stone.  It  may  be,  it  may  very  well  be, 
that  we  are  demeaning  ourselves  in  our  hounding  of 
homosexuality.  We  might  be  better  advised  to  go  covet 
our  neighbor’s  wife  or  something.  Anyone  who  has 
not  coveted  his  neighbor’s  wife  probably  has  just  had 
an  unfortunate  run  of  neighbors. 

Summary  and  Conclusion 

God  is  not  subject  to  summary.  Neither  can  the 
physician’s  relationship  to  God  be  summarized.  We 
are  granted  the  right  to  seek  help  or  to  go  it  alone. 

It  can  be  awfully  reassuring  to  know  that  we  are 
traveling  with  a companion.  IZl 
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Pharmacologic  Management  of 
Chronic  Pain  in  the  Cancer 

Patient 

Steven  H.  Stokes,  M.D.* 


Introduction 

All  of  us  that  care  for  patients  with  cancer  are  faced 
with  managing  chronic  pain.  Estimates  are  that 
60-90%  of  patients  with  advanced  disease  will  have 
substantial  discomfort  and  for  the  terminally  ill,  25% 
will  die  of  uncontrolled  pain.’  Unrelenting,  intractable 
pain  is  the  symptom  most  feared  by  cancer  patients 
and  their  families.^ 

Unfortunately,  the  management  of  chronic  cancer 
pain  is  not  adequately  covered  in  medical  schools  or 
residency  training  programs.  Most  of  us  are  trained  to 
care  for  the  acute  pain  of  trauma  or  ischemic  heart 
disease.  In  these  situations,  patients  are  anxious  and 
agitated;  however,  with  adequate  doses  of  short-acting 
narcotics  their  symptoms  can  be  controlled  while  re- 
covering from  the  acute  event.  The  chronic  pain  of 
cancer  is  different.  With  prolonged,  uncontrolled  pain, 
there  is  an  evolution  of  affect  leading  to  depression, 
withdrawal  and  ultimately  hopelessness  and  despair. 
It  is  essential  to  break  the  cycle  of  pain  early  such  that 
even  the  terminally  ill  may  experience  a good  quality 
of  life  and  minimize  the  burden  of  their  care. 

The  initial  evaluation  of  the  patient  with  chronic 
cancer  pain  requires  that  the  physician  accept  as  fact 
the  patient’s  description  of  their  discomfort.  The  in- 
tensity of  pain  does  not  always  correlate  with  the  de- 
gree of  abnormality  seen  on  the  x-ray  or  scans.  It  is 
important  to  determine  what  impact  the  pain  has  on 
the  patient’s  quality  of  life  regarding  sleep  patterns, 

*Medical  Director,  Department  of  Radiation  Oncology,  Southeast  Alabama  Med- 
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mood  or  daily  activities.  The  goal  of  therapy  is  to 
return  the  patient,  if  at  all  possible,  to  an  independent 
normal  lifestyle. 

Principles  of  Pain  Management 

The  factors  most  frequently  identified  which  ac- 
count for  inadequate  pain  relief  include  inadequate 
medication  on  the  part  of  physicians  and  nurses  or 
delay  in  instituting  aggressive  therapy.^  Patient  non- 
compliance  due  to  fear  of  addiction  or  confusion  in 
implementing  a complex  narcotic  regimen  also  con- 
tribute to  inadequate  pain  control.  Management  of 
chronic  cancer  pain  is  similar  to  ischemic  cardiac  pain, 
in  that  both  require  the  manipulation  of  multiple  factors 
(Fig.  1).  Hospice  studies  where  aggressive  pain  man- 
agement is  practiced,  have  shown  that  in  excess  of 
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Figure  1 . Analogy  of  chronic  cancer  to  acute  myocardial  pain 
management . 
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TABLE  1 

Nsaid  for  Bone  Metastasis 

INITIAL: 

Ibuprofen  (Motrin)  400  mg.,  po  QID 
Naproxen  (Naprosyn)  375-500  mg.,  po  8-12  hr. 
Diflunisal  (Dolobid)  400  mg.,  po  8-12  hr. 
REFRACTORY: 

Indomethacin  (Indocin)  50  mg.,  po  q 6-8  hr. 
BLEEDING  RISK: 

Choline  Mg-Trisalicylate  (Trilisate)  1 gm.,  po  BID 


TABLE  2 

Short  Duration  Narcotics 

Pain 

Analgesic 

Four  Hour  Dose 

Moderate 

Codeine  (Tylenol  #3) 

60  mg.  (2  tablets) 

Severe 

Oxycodone  (Percodan, 
Percocet,  Tylox) 

10  mg.  (2  tablets) 

Excrutiating  Hydromorphone  (Dilaudid)  4-40  mg. 

90%  of  patients  can  be  rendered  painfree  until  death. 
An  aggressive  regimen  typically  requires  a complex 
pharmocologic  approach.  To  improve  compliance  it  is 
important  to  explain  clearly,  to  the  patient  and  family, 
the  rationale  for  and  frequency  of  administration  for 
each  drug  used. 

General  Analgesic  Principles 

The  most  important  concept  in  prescribing  narcotics 
for  chronic  cancer  pain  is  that  there  is  no  optimal  or 
maximal  dose.  The  physician  should  start  at  the  rec- 
ommended dose  and  titrate  upward  until  the  patient  is 
comfortable  or  unmanageable  side  effects  occur.'*  The 
oral  route  is  always  preferable  as  it  is  easier  for  chronic 
administration  by  the  patient  and  family  and  will  allow 
the  majority  of  patients  to  remain  at  home  until  the 
terminal  phase  of  their  illness.  Avoid  PRN  dosing  and 
instead  utilize  an  around-the-clock  schedule.  This  re- 
sults in  better  pain  control  and  avoids  agitation  and 
anger  by  the  patient  when  there  is  delay  in  receiving 
their  prescribed  narcotic  during  an  acute  exacerbation 
of  discomfort.^  This  also  allows  the  physician  greater 
accuracy  in  titrating  the  daily  narcotic  requirement  nec- 
essary for  relief. 

A frequently  encountered  pain  syndrome  is  meta- 
static bone  disease.  In  addition  to  a narcotic,  non- 
steroidal anti-inflammatory  agents  are  of  value  by 
eliminating  the  prostaglandin  component  of  bone  pain. 
Table  1 is  a listing  of  commonly  used  non-steroidals 
and  their  recommended  dosing  schedule.  In  patients 
who  have  thrombocytopenia  or  other  factors  placing 
them  at  risk  for  hemorrhage,  1 utilize  Trilisate,  which 
reportedly  does  not  result  in  platelet  dysfunction.'* 

Narcotic  Usage 

When  trying  to  determine  an  appropriate  narcotic 
for  a patient,  I group  the  narcotics  into  two  categories, 
those  with  a short  duration  of  action,  generally  in  the 
range  of  4-6  hours,  and  those  with  a longer  acting 
duration,  typically  8-12  hours.  Among  the  short  acting 
narcotics,  I avoid  Demerol,  which  although  excellent 
for  acute  pain,  when  used  on  a frequent  basis  in  high 


doses  over  a prolonged  period,  can  lead  to  CNS  dys- 
function and  even  seizure  activity  as  a result  of  its 
metabolite  Normeperidine.^  Table  2 lists  the  more  fre- 
quently used  short  acting  narcotics,  all  of  which  are 
excellent.’ 

A word  of  caution  concerning  the  potential  morbid- 
ity of  the  combination  Oxycodone  preparations.  Per- 
codan  contains  5 mg.  of  Oxycodone  and  325  mg.  of 
Aspirin.  Percocet  contains  5 mg.  of  Oxycodone  and 
325  mg.  of  Acetaminophen,  whereas  Tylox  contains 
the  same  Oxycodone  with  500  mg.  of  Acetaminophen. 
The  choice  of  these  three  medications  is  usually  de- 
termined by  whether  there  is  potential  morbidity  with 
substantial  Aspirin  or  Acetaminophen  usage.  If  the 
non-steroidal  anti-inflammatory  effect  of  Aspirin  is  not 
needed,  I then  prefer  Percocet  due  to  its  lower  quantity 
of  Acetaminophen. 

When  prolonged  narcotic  usage  is  anticipated,  I at- 
tempt to  convert  the  patient  to  a long  acting  narcotic 
regimen.  The  8-12  hour  dosing  regimen  allows  for 
greater  simplicity  and  increased  compliance.  My  pref- 
erence is  either  M.S.  Contin  or  Roxanol.  Either  are 
well  tolerated  and  easy  to  administer.  M.S.  Contin 
comes  in  a small,  30  mg.  tablet.  Roxanol  comes  in 
both,  tablet  and  liquid  form.  Typically,  a patient  can 
be  maintained  on  30  to  60  mg.  of  M.S.  Contin  or 
Roxanol,  two  or  three  times  a day,  supplementing 
acute  episodes  of  pain  with  a short  acting  narcotic. 

I have  had  little  success  with  Methadone,  which  has 
a complex  pharmocology.  The  half  life  for  excretion 
of  its  metabolite  averages  approximately  22  hours, 
while  the  analgesic  effect  is  in  the  range  of  6-8  hours. 
Therefore,  in  patients  in  which  1 have  tried  Methadone, 
1 have  experienced  oversedation  and  confusion  prior 
to  obtaining  good  analgesia. 

Adjuvant  Meds 

With  substantial  narcotics,  patients  will  experience 
significant  constipation,  a major  source  of  distress. 
This  can  be  prevented  by  starting  patients  early  on  a 
stool  softener  and  proceeding  as  necessary  to  more 
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TABLE  3 

Management  of  Narcotic  Induced  Constipation 


-pSTOOL  SOFTENER 
SENOKOT  — 2-3  q h.s.  up  to  2-4  tabs  QID 
DULCOLAX  — 10-15  mg.,  q h.s.  to  15  mg.  TID 
mom  — 30  cc.  BID 
^ENEMA 


Frequently,  patients  will  respond  to  a low  dose  Tri- 
cyclic anti-depressant,  such  as  Elavil  25-50  mg. , q h.s. 

As  can  be  seen,  aggressive  pain  management  is  com- 
plex, requiring  the  physician  to  constantly  reassess  the 
patient’s  response,  adjusting  the  medications  as  nec- 
essary. However,  the  majority  of  patients  can  be  ren- 
dered pain  free,  allowing  them  to  remain  relatively 
independent  reducing  the  burden  of  their  care  until  the 
terminal  phase  of  their  illness.  IZI 


aggressive  laxative  therapy.  An  outline  of  management 
is  listed  in  Table  3. 

As  many  as  40%  of  patients  on  narcotics  will  ex- 
perience nausea  as  a result  of  chemoreceptor  zone  stim- 
ulation or  reduced  intestinal  motility.  If  the  nausea  is 
felt  to  be  CNS  related,  then  either  Compazine  or  Hal- 
dol are  of  value.  If  their  nausea  is  felt  to  be  a function 
of  reduced  intestinal  motility,  then  Reglan  is  of  benefit. 

Longstanding,  chronic  pain  results  in  depression,  a 
condition  which  is  known  to  lower  the  pain  threshold. 
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You  Don’t 
Have  To  Walk 
Before  You  Can  Run 
A Word  Processor. 


“You  have  to  viialk  before  you  can  run,”  the  old  expression  goes— but  don't  take  it  too 
literally.  Because  there  are  more  than  a fevii  people  out  there  who  can’t  walk  a step,  but 
they  can  run  rings  around  a lot  of  workers  with  two  good  legs. 

A recent  Louis  Harris  Poll  asked  managers  to  evaluate  workers  with  disabilities— and  the 
results  might  knock  you  off  your  feet. 

A high  percentage  rated  them  equal  to  other  employees.  But  46%  said  their  people  with 
disabilities  were  more  willing  to  work.  Almost  40%  called  them  more  punctual  and 
reliable.  And  just  under  80%  said  workers  with  disabilities  were  equal  to  or  more  pro- 
ductive than  other  workers! 


If  you’d  like  more  information  on  ac- 
quiring these  assets  for  your  firm,  call 
or  write  us. 

We’ll  put  you  in  touch  with  some  good 
people  who  may  not  be  able  to  walk,  but 
they  can  help  put  your  company  on  the 
fast  track. 


A 

Disability 
Can  Be 
An  Asset. 


The  President's  Committee  on  Employment 
of  the  Handicapped,  Washington.  D C.  20036 
For  more  information,  call  1 -800-526-7234. 

In  West  Virginia,  call  1-800-526-4698 
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begins  at 
Jacklngram. 


Lotus  Esprit.  . .Quicker,  Quieter  and  Faster  than  a comparable  V-8 
Ferrari.  . .0-60  in  5.3  seconds.  . .155  mph.This  isn't  a car  for 
everyone . . . but  for  that  rare  breed  of  driver  who  lives  life  in  the 

fast  lane.  Until  now,  Alabama 
drivers  could  only  dream  about  the 
thrill  of  owning  an  exotic  car.  Now, 
the  most  respected  import  dealer  in 
the  Southeast  adds  the  Lotus  to  its 
outstanding  lineup  of  automobiles. 
Life  in  the  fast  lane  begins  at 
Alabama's  only  Lotus  dealer.  Jack 
Ingram  Motors,  Montgomery. 

See  or  Call  Adams  Hudson. 
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ALABAMA  '5  EXCLUSIVE  LOTUS  DEALERSHIP 

231  Eastern  Boulevard,  Montgomery,  AL 

(205)  277-5700 
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MAGNETIC  RESONANCE  IMAGING 

Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the 
addition  of  Magnetic  Resonance  Imaging  to  its  full-service  capabilities.  The  G.E.  Signa 
Scanner— the  most  advanced  MRI  unit  on  the  market— has  been  located  in  a special 
facility  adjacent  to  the  Outpatient  Diagnostic  Radiology  Center.  Please  call  226-51 00 

for  MRI  information  or  appointments. 


• C.T.  SCANNING  • MAMMOGRAPHY 

• ULTRASONOGRAPHY  • GENERAL  RADIOLOGY 

The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient 
Diagnostic  Radiology  Center  continues  its  commitment  to  a professional,  full  service 
and  high  quality  diagnostic  reporting  system. 

Appointments/Referrals  250-6830 
1 -SOO-pyp-BASI  Toll  Free 


NORWOOD  CLINIC 

1 528  North  26th  Street  • Birmingham  • Alabama  • 35234 


Status  Report: 

Family  Practice  Obstetrics  In 
Alabama  — More  Bad  News 

William  J.  Crump,  M.D.* 


A survey  reported  in  Alabama  Medicine  in  May 
1986  revealed  that  of  Alabama  Academy  of 
Family  Physicians  members,  only  70  intended  to  con- 
tinue to  provide  obstetrical  services.  Of  this  number, 
10  were  full  time  faculty  members  with  residency  pro- 
grams. Since  that  time,  a considerable  shift  in  state 
political  forces  has  resulted  in  passage  of  tort  reform 
legislation  intended  to  alleviate  the  burden  of  liability 
premium  costs  associated  with  family  practice  obstet- 
rics. As  yet,  no  moderation  in  premium  increase  has 
reached  the  individual  physician. 

In  the  two  years  since  the  last  survey,  more  family 
physicians  have  ceased  providing  obstetrical  care  than 
expected.  The  purpose  of  this  study  was  to  quantify 
this  process,  and  describe  the  geographic  distribution 
of  those  physicians  involved. 

Methods 

In  October  1985  and  January  1986,  a survey  was 
mailed  to  all  528  members  of  the  Alabama  Chapter  of 


‘Associate  Professor,  Family  Medicine,  University  of  Alabama  in  Huntsville, 
School  of  Primary  Medical  Care,  201  Governors  Drive,  S.W.,  Huntsville,  AL  35801 . 


the  American  Academy  of  Family  Physicians  con- 
cerning their  current  obstetrical  care.  With  an  84% 
return  rate,  this  survey  identified  89  family  physicians 
who  were  delivering  babies.  A repeat  survey  of  these 
89  was  conducted  by  the  Academy  in  October  1987, 
asking  only  whether  they  continue  obstetrics.  Also 
included  in  the  survey  were  the  67  family  physicians 
who  moved  into  Alabama  after  October  1985,  and  the 
60  family  practice  residents  who  graduated  from  Al- 
abama programs  in  1986  or  1987  and  stayed  in  the 
state  to  practice.  With  the  exception  of  one  residency 
graduate,  all  of  those  contacted  responded,  for  a sam- 
ple of  215. 

Results 

Of  the  initial  group  of  89,  10  were  full  time  faculty 
members  with  residency  programs.  Of  the  79  family 
physicians  in  practice,  7 had  moved  out  of  Alabama, 
and  only  21  continued  to  provide  obstetrical  care  (Fig- 
ure 1).  Three  of  the  67  family  physicians  moving  into 
Alabama  deliver  babies,  and  5 of  the  60  recent  resi- 
dency graduates  include  obstetrics  in  their  practice, 
giving  a total  of  29.  Not  reflected  in  these  results  are 
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the  18  family  practice  faculty  members  who  continue 
to  deliver,  including  7 in  Huntsville,  5 in  Mobile,  5 
in  Birmingham,  and  1 in  Tuscaloosa. 

Figure  2 shows  the  geographic  distribution  of  the 
private  practice  family  physicians  continuing  to  pro- 
vide obstetrical  services,  with  clustering  in  a few  re- 
gional centers. 

Discussion 

The  1986  survey  of  this  group  of  physicians  iden- 
tified 60  in  private  practice  who  would  continue  to 
provide  obstetrical  care.  The  majority  of  the  physicians 
who  had  given  up  this  part  of  their  practice  cited  prob- 
lems with  medical  liability  risk  or  excessive  premium 
cost  as  the  reason.'  The  exodus  from  family  practice 
obstetrics  in  Alabama  is  continuing,  with  no  end  in 
sight.  It  would  be  expected,  and  some  say  advanta- 
geous, for  the  occasional  practitioner  of  obstetrics  (less 
than  10-15  deliveries  per  year)  to  stop  in  the  current 
situation.  It  would  also  be  expected  that  older  physi- 
cians might  stop  earlier  than  they  had  planned.  How- 
ever, there  is  no  one  to  replace  them.  Only  8%  of  the 
recent  residency  graduates  staying  in  Alabama  in- 
cluded obstetrics,  with  most  of  those  intending  to  pro- 


vide this  service  leaving  the  state.  The  future  doesn’t 
look  any  brighter.  A recent  “straw  poll’’  at  the  Hunts- 
ville program  showed  that  while  they  were  senior  med- 
ical students  making  their  future  practice  plans,  72% 
of  the  current  residents  thought  they  would  eventually 
include  obstetrics.  Now  that  they  are  actually  involved 
in  their  residency  training,  only  31%  still  had  this 
intention.  Two-thirds  of  those  residents  in  training  still 
committed  to  obstetrics  planned  to  practice  outside  of 
Alabama.  The  result  is  that  productivity  and  influx 
cannot  keep  up  with  attrition,  creating  a serious  med- 
ical manpower  problem. 

When  liability  premiums  for  family  physicians  be- 
gan to  skyrocket  in  1985,  some  observers  welcomed 
the  departure  of  physicians  not  trained  in  modem  ob- 
stetrics. However,  the  process  has  now  gone  much 
further.  A regional  network  of  family  physicians,  rep- 
resentative of  the  statewide  population,  has  reported 
their  obstetric  cases  as  the  Alabama  Perinatal  Outcome 
Project  (APOP).-  There  have  now  been  several  reports 
of  their  care  published,  demonstrating  high  quality 
outcome,  sometimes  with  lower  intervention  rates  than 
reported  from  teaching  hospitals.^- ^ At  a recent  na- 
tional meeting,  this  network  was  recognized  as  a model 
most  of  the  APOP  participants  have  given  up  obstet- 
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lies,  suggesting  that  we  have  “thrown  out  the  baby 
with  the  bathwater.” 

Other  regions  have  recognized  the  threat  to  quality 
care  that  the  loss  of  family  practice  obstetrics  presents. 
A model  program  was  recently  published  from  Bea- 
verhead County  in  Montana."^  When  the  attrition  proc- 
ess began  there,  a group  of  concerned  family  physi- 
cians, nurses,  and  hospital  administrators  attacked  the 
issue  head-on.  The  largest  issue,  in  Montana  as  in 
1 Alabama,  was  lack  of  public  concern.  However,  an 
i initial  community  survey  indicated  that  over  90% 

[ wished  to  maintain  obstetric  services  in  their  area.  A 
carefully  planned  community  forum  then  addressed  the 
problem  as  one  of  access  to  care  by  women  in  rural 
areas.  The  economic  loss  to  the  local  community  was 
also  discussed.  In  one  very  small  hospital,  $200,000.00 
was  lost  in  direct  income  for  obstetrics  and  another 
45%  of  pediatric  volume  was  lost  when  the  local  family 
physicians  gave  up  obstetrics.  They  also  found  that 
every  dollar  spent  on  medical  care  outside  the  com- 
munity carried  four  other  dollars  with  it.  These  facts 
make  the  case  strongly  for  some  kind  of  local  subsidy 
to  lessen  the  impact  of  increasing  liability  premiums. 

Is  family  practice  obstetrics  in  Alabama  worth  sav- 
ing? The  next  few  years  hold  the  answer.  From  the 
map,  it  is  clear  that  there  are  regional  clusters  of  active 
physicians  who  for  reasons  of  personal  commitment 
or  local  particulars  continue  to  provide  obstetrical  care. 
A logical  plan  would  be  to  support  these  groups  by  a 
combination  of  state  and  local  funds.  This  would  pro- 
vide access  to  low  income  mothers,  while  allowing 
the  physicians  to  continue  to  deliver  for  local  insured 
families,  keeping  local  funds  flowing  through  our  small 
hospitals.  Well  trained  future  partners  must  also  con- 
tinue to  be  available  to  these  physicians.  Instead  of 
graduating  20  family  practice  residents  each  year  trained 


in  obstetrics  as  our  state  did  in  1983,  we  may  now 
only  need  5-10  to  fill  spots  in  these  regional  centers. 
Economics  will  dictate  whether  new  centers  can  be  re- 
developed and  if  the  production  of  obstetric-trained 
family  physicians  will  need  to  be  increased  in  the  fu- 
ture. In  the  same  straw  poll  in  Huntsville,  nine  more 
residents  indicated  that  they  would  choose  to  include 
obstetrics  in  their  Alabama  practice  if  they  received 
financial  assistance  with  the  liability  premium  in  return 
for  caring  for  indigent  patients. 

The  overwhelming  problem  now  is  apathy.  If  com- 
munity family  practice  obstetrics  is  important,  the 
leadership  must  come  from  the  communities  them- 
selves. The  Beaverhead  County  program  is  a blue- 
print for  success,  but  it  requires  a small  nucleus  of 
motivated  people  to  make  it  work.  Is  anybody  out  there 
listening?  H 
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For  faster  claims  payment, 
count  on  the  card^s  computer* 

And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD." 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


f 


CTM 


New  this  year 


One  more  reason  to  join 
the  AMA 


Special  benefit  packages  available  with 
1988  membership 

A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 
mation and  education 
designed  to  enhance  your 
practice,  profession,  and  the 
public  health. 

■ Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

■ Representation  on  a broad 
range  of  issues,  including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 

To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 

Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  make  the  change  to  the 
right  of  the  address  shown  Be  sure  to  retain  )Xiut  membership  card 
Use  this  portion  of  the  card  for  changes  only. 


kVV'-HK 


IMPORTAKT;  In  order  to  receive  your  full  range  of  membership  benefits,  you  MUST 

return  this  card. 

In  addition  to  my  usual  benefits,  I prefer  a specially  designed  package  of  publications,  topical 

conferences,  participatory  panels,  focused  issue  updates  which  focus  on  the  following 

(Check  only  one) 

D Medical  and  Scientific  Information  and  Education  which  will  enhance  my  practice, 
profession  and  the  health  of  the  public 

0 Representation  Concentrated  Specifically  on  Economic  Concerns  facing  my 
practice  and  profession,  such  as  professional  liability  and  third-party  reimbursement 

D Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession, 
including  not  only  profevsional  liability  and  third-parry  reimbursement  but  alsti  quality 
of  care,  ethical  is.sucs,  public  health,  sc  ientific  ivsucs,  etc 


Look  for  this  card  in  your  AMA  Membership  Kit 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 


STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

IntermI  derangements  of  the  temperomandibular  joint 
(TMJ)  are  a major  cause  of  jaw  pain  and  dysfunction  as  well 
as  other  related  clinical  symptoms.  The  TMJ  is  an  anatomically 
very  small  and  complex  articulation.  Magnetic  resonance 
imaging  can  readily  image  the  meniscus  with  its  anterior  and 
posterior  attachments  without  injection  of  contrast  material 
into  the  potential  spaces.  In  patients  with  pain,  clicking,  locking 
or  other  functional  abnormality  of  the  TMJ,  dislocation  of  the 
disc  with  or  without  reduction  may  be  suspected.  Anterior 
dislocation  without  reduction  demonstrates  the  disc  anterior  to 
the  condylar  head  on  both  closed-  and  open-mouth  views. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading 
technology  but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  image  of  the  temperomandibular  joint  in 
closed-mouth  position  (A)  reveals  an  anterior  displaced 
meniscus,  lying  anterior  to  the  condular  head  and 
beneath  the  articular  emminence.  Open-mouth  view  (B) 
reveals  persistent  anterior  displacement. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/IMuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


— :^^irHiqhlands  ' 

2 1 73  Highland  Avenue 

Birmingham,  AL  35205  205/933-TECH 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Cheree  Richards.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


INTERNIST  — To  join  growing,  progressive,  north  Alabama 
group.  Guarantee  salary,  flexible  schedule,  full  partnership.  Send 
C.V.  to  P.O.  Box  5294,  Decatur,  AL  35601 


UNSECURED  SIGNATURE  LOANS  FOR  PHYSICIANS:  $5,000- 
$60,000,  No  points  or  fees.  Best  rates-Level  payments.  Up  to  six 
years  to  repay.  No  prepayment  penalty.  First  payment  not  due  for 
90  days.  For  information  and  application  CALL  TOLL  FREE  1- 
800-331-4952,  MediVersal  Dept.  114. 


FAMILY  PRACTICE  PHYSICIANS  — BE/BC,  two  positions 
available.  Two-man  group  and  solo  practitioner  each  seeking  ad- 
ditional physicians  for  rapidly  expanding  practices.  Located  in 
southern  Florida  near  Ft.  Lauderdale.  Excellent  opportunities  with 
partnership  potential  after  first  year.  Negotiable  salary  with  in- 
centives, liberal  benefit  package.  Please  send  C.V.  to  Virginia  K. 
Norquist,  Mu-Med  Hospitals,  Inc.,  16633  Ventura  Blvd.,  I3th 
Floor,  Encino,  CA  91436. 


PORTABLE  X-RAY  UNIT  FOR  SALE.  Techny  3000  with  col- 
limator. 30  ma.  125  kv.  Used  unit.  Good  price.  Call  or  write  Drs. 
Stevenson  and  Turner,  P.C.,  840  Montclair  Road,  Suite  218,  Bir- 
mingham, Alabama  35213.  205-591-6570. 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


EMERGENCY  MEDICINE:  Our  expanding  Emergency  Depart- 
ment Group  seeks  additional  full-  or  part-time  physicians  for  a 
major  hospital  (50,000  visits  annually).  Compensation  is  com- 
petitive; applicants  should  be  BC/BE  in  a primary  care  specialty 
or  have  comparable  experience.  ACLS/ATLS  preferred.  Reply 
with  CV  to  Medical  Director,  Huntsville  Emergency  Medical  As- 
sociates, Huntsville  Hospital,  101  Sivley  Rd.,  Huntsville,  AL 
35801. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486.  Tuscaloosa,  Alabama  35403,  or  tele- 
phone A1  Fox,  collect  at  758-7545  for  more  information. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


PHYSICIAN8  WANTED  IN  TEXAS  AND  OKLAHOMA,  Car- 
diology, Cardiovascular  Surgery,  Dermatology,  ENT,  Family 
Practice,  General  Surgery,  Internal  Medicine,  OB/GYN,  Or- 
thopedic Surgery,  Pulmonology,  Urology,  excellent  quality  of  life, 
first  year  guarantee,  etc.  Other  opportunities  available  also.  Reply 
with  C/V  or  call,  Armando  L.  Frezza,  Medical  Support  Services, 
8806  Balcones  Club  Dr.,  Austin,  TX  78750;  512-331-4164. 


HEMATOLOGY/ONCOLOGY:  BC  to  affiliate  with  200+  bed 
hospital  in  beautiful,  southern  university  community  of  lOOK; 
drawing  area  300K.  Coverage  provided.  Financial  benefits  pack- 
age includes:  first  year  salary  guarantee  plus  benefits.  Excellent 
schools,  90  minutes  from  major  cities  and  Gulf  Coast.  Contact 
Sandy  Cundiff,  Tyler  & Company,  9040  Roswell  Rd.,  Atlanta, 
GA  30350.  Call  404-641-6411. 


OTOLARYNGOLOGIST  — Successful  solo  practitioner  seeks 
BE/BC  associate  for  growing  practice  in  rapidly  expanding  com- 
munity of  metro  Atlanta,  Ga.  Supported  by  beautiful,  full  service 
100  bed  hospital  known  for  high  standards  of  healthcare  delivery. 
Excellent  housing,  schools,  shopping,  outdoor  amenities,  and  quality 
of  life.  1st  yr.  compensation  and  benefit  package.  Contact  Amy 
Evitts,  Tyler  & Co.,  9040  Roswell  Rd.,  Atlanta,  GA  30350.  Call 
404-641-6411. 


May  1988  / 53 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


ARMY  HEALTH  CARE  TEAM 
2100  6TH  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


Rise  to  the  Challenge 


As  I begin  my  year  as  president  of  the  Auxiliary 
to  the  Medical  Association  of  the  State  of  Ala- 
1 bama,  I do  so  with  appreciation  for  the  confidence  that 
you  have  placed  in  me.  In  my  years  of  association 
I with  our  organization,  I have  been  impressed  with  the 
: quality  of  our  members  and  the  many  excellent  projects 
: that  our  auxiliaries  have  undertaken.  I am  sure  this 
year  will  be  no  different.  We  listen  to  our  spouses, 
read  the  newspapers  and  watch  television  and  wonder 
what  we  can  do  to  help.  Individually  it  seems  impos- 
sible but  when  we  join  hands,  whether  it  be  in  our 
county,  state  or  on  the  national  level,  we  become  a 
strong  federated  structure. 

When  I think  about  the  great  ongoing  projects  of 
our  auxiliaries  and  recognize  the  many  critical  prob- 
lems that  are  being  faced  by  our  spouses  and  our  com- 
munities, I realize  the  tremendous  challenge  that  lies 
ahead  for  us.  Our  reputation  of  success  and  achieve- 
ment and  the  potential  for  recruiting  additional  out- 
standing auxilians  assures  me  that  we  can  rise  to  the 
challenge. 

At  Decatur’s  Alabama  Jubilee  every  Memorial  Day 
there  is  a hot  air  balloon  race.  The  beauty  and  grace 
of  these  balloons  create  such  a majestic  sight  for  the 
community  and  such  a unique  view  for  those  who  pilot 
the  balloons,  it  is  a favorite  event.  When  I think  about 
our  coming  year,  I naturally  hope  that  the  communities 
will  look  up  to  our  projects  and  that  we  shall  have  a 


special  insight  into  the  problems  of  our  state.  That  is 
when  it  occurred  to  me  that  the  balloon  would  sym- 
bolize these  wishes.  Sometimes  we  have  to  rise  above 
the  problems  to  see  the  challenge. 

As  we  move  across  the  beauty  of  our  state  we  see 
many  challenges  that  are  extending  their  hands  toward 
us. 

We  see  the  couple  that  goes  through  the  joys  and 
chores  of  raising  their  children  and  as  they  prepare  to 
love  and  have  fun  with  their  grandchildren  they  are 
confronted  with  the  sadness  and  confinement  of  at- 
tempts to  manage  a parent  who  has  Alzheimer’s.  They 
need  guidance  in  their  efforts,  information  on  what  to 
expect,  and  support  in  their  struggle.  Who’s  going  to 
help  them? 

International  Health  — We  look  beyond  our  bor- 
ders, across  the  sea  and  are  saddened  at  the  sight  of 
the  poverty  of  medical  equipment,  scarcity  of  supplies, 
lack  of  skill,  and  their  inability  to  do  enough  about  it. 
We  hear  their  cry.  We  must  respond. 

The  winds  of  change  sweep  us  into  the  waste  and 
destruction  of  the  malpractice  storm.  We’ve  moved 
from  the  dark  clouds  of  despair  and  can  now  see  rays 
of  hope  through  the  hard-earned  laws  of  tort  reform. 
However,  if  we  want  fairer  sailing  ahead  we  need  the 
guardianship  of  justices  on  our  Supreme  Court  who 
will  insist  that  fairness  prevail  for  both  patient  and 
physician.  How  are  we  going  to  improve  the  climate 
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in  the  coming  election?  We  must  get  involved  and 
know  the  candidates  so  that  we  can  campaign  for  the 
best  ones. 

From  our  vantage  point  we  look  down  into  the  jungle 
of  ignorance  and  watch  our  youth  struggling  to  escape 
their  fear  of  AIDS.  This  fear  is  justified  because  there 
are  so  many  people  with  AIDS  in  their  early  twenty’s 
and  they  had  to  have  come  in  contact  with  the  virus 
while  a teenager  since  the  length  of  the  incubation 
period  average  is  two  to  seven  years.  There  is  a great 
challenge  to  get  them  the  facts  so  they  will  know  how 
to  take  care  of  themselves.  Our  AM  A Auxiliary  has 
outlined  steps  to  take  to  inform  our  teenagers.  This 
we  must  do  before  it  is  too  late. 

While  AIDS  gets  our  attention  with  fear  and  death, 
we  must  not  forget  that  cigarette  smoking  is  the  number 
one  preventable  cause  of  death  in  the  United  States. 
Not  only  does  it  cause  us  to  have  smaller  babies  but 
it  brings  on  shortened  work  life,  long  hospitalization 
and  increasing  cancer  in  women.  One  in  five  high 
school  seniors  smoke.  The  earlier  people  start  smok- 
ing, the  harder  it  is  to  quit  later  in  life.  This  is  one 
fire  we  need  to  fight. 

AMA-ERF  is  a classic  example  of  what  can  be  done 
when  many  small  groups  put  forth  their  best  effort 
with  fund  raising  projects.  Last  year  we  contributed 
over  $37,000  for  medical  schools.  This  money  is  much 


needed  since  medical  education  is  so  expensive.  Many 
county  auxilians  also  provide  local  scholarships  for 
students  in  health  related  fields.  Our  consistent  support 
for  education  and  research  is  a trademark  we  carry 
with  pride. 

With  these  crucial  Challenges  facing  us  in  every 
crossroad,  suburb,  and  city  we  must  mobilize  our 
forces.  There  are  other  potential,  hard-working  Aux- 
ilians scattered  throughout  the  state.  As  in  any  orga- 
nization new  members  bring  in  different  ideas  and 
additional  energy.  We  now  have  over  2,000  members 
but  each  of  us  must  recruit  new  members  so  we  can 
become  a larger  and  stronger  support  arm  of  MASA 
and  a significant  force  for  our  children  and  the  families 
of  this  state. 

Although  we  have  done  so  much,  many  problems 
remain  to  challenge  us.  We  can’t  let  our  heads  get  in 
the  clouds  but  we  have  to  keep  a clear  view  of  what’s 
happening  across  our  county,  state  and  nation.  Let  us 
RISE  TO  THE  CHALLENGE. 


Wanted:  Physicians 


If  you’re  a physician  looking  for  new  opportunities,  or  if  you  need  a 
physician  to  fill  a vacancy,  MASA’s  Physician  Placement  Register 
can  help.  Free  to  members  of  MASA  (modest  rates  for  others),  the 
Physician  Piacement  Register  is  published  every  other  month  — 
February,  April,  June,  August,  October,  and  December. 

For  more  information,  contact  MASA’s  Public  Relations  Office: 

19  S.  Jackson  Street 
P.O.  Box  1900-C 
Montgomery,  AL  36197 
(205)  263-6441 
or 

1-800-392-5668 

Medical  Association  of  the  State  of  Alabama 
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Before  prescribing,  see  eompiete  prescribing 
information  in  SKBF  LAB  CO,  Uterature  or  PDR. 
The  foiiowing  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  \r\  vftro  fertiliz- 
ing capacity  in  humans. 

in  a 24‘month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet  '. 

Pare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride} injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet’  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  ' is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur®,  Key  Pharmaceuticals.  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54 years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  Hi  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported,  increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100:  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only):  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tiitab*  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./S  ml.,  in  8 fl.  oz.  (237  mi.)  amber 
glass  bottles  and  In  single-dose  units  (300  mg./S  mi.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  1 0 and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  mi.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage**  Vials:  300  mg./2  mi.  in  single-dose 
ADD-Vantage'^  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40'*C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories. Inc.,  Deerfield.  IL  60015. 

* ADD- Vantage^  is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuarice  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
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In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


You'll  both  feel  good  about  it. 


We  need 
someone 

widithe 
confidence 
ofasui^eon, 
the  dedication 
ofa 

marathoner 

andthe 

coura^of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  Jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 


EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)0 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 


NAME 


STREET  ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

4!ii»i!»  a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  Ai”.  dose^ 

1^  First-week  improvement  in  somatic  symptoms^ 

1^  50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
et  al:  Psychopharmacology  61 :2\7-225.  Mar  22, 1979. 


Limbitrol*® 

TtanquQizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {eg.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeniul  mal- 
formations. Consider  possibUity  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  Impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tbgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
deptession  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  teported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dtugs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro^ 
logic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti^ 
nal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diatrhea,  black 
tongue.  Endocrine:  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  Scohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tbblets,  white,  film  -coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tbblets.  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 


See  Improvement  InThe  First  Week! 


And  The  Weeks  That  Follow 

r-r'T' 

^74%  of  patients  experienced  improved  sleep  ihl 
after  the  first  h.s.  dose'  5=-- 


^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Umbitror 


Percentage  of  Reduaion  in  Individual  Somatic  S3 
During  First  Week  of  Limbitrol  Therapy* 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ vomiting  nausea  headache  anorexia  constipation 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt)  *Patients  often  presented  with  more  than  one  somatic  symptom. 


UmbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produrt  information  inside  back  cover. 
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THE  SECRET  IS  OUT 


am  very  impressed  with  the  SMA’s  Annual  Meetings. 
I had  not  anticipated  the  diversity  of  the  meetings  and 
the  specialties  available  as  well  as  the  postgraduate 
programs.  I’ve  participated  in  two  courses  and  have 
been  extremely  impressed  with  the  organization  and 
content  of  the  programs.” 

Nancy  E.  Pace,  M.D. 

Internal  Medicine 

Honolulu,  Hawaii 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody's  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  Medical  Journal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today 

Post  Office  Box  1 90088 
Birmingham,  Alabama  35219 


. You’ll  be  talking  about  us  too! 
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1-800-423-4992 
(205)  945-1840 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  SVix  11  inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  ap- 
proval of  all  contributions  rests  with  the  Editor.  Ala- 
bama Medicine  reserves  the  right  to  edit  any  material 
submitted.  The  publishers  accept  no  responsibility  for 
opinions  expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional 
or  other  credits.  Bibliographies  must  contain,  in  the 
order  given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proper  presentation  of 
data.  When  conflicts  occur  between  usage,  etc.,  by  an 
author  and  the  stylebook,  these  will  be  resolved  in  favor 
of  the  author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  In- 
ternational, Unabridged.  Second  Edition. 

Length  of  articles:  Articles  should  not  exceed  3,000 
words  (approximately  3-4  printed  pages).  Under  ex- 
ceptional circumstances  only  will  articles  of  more  than 
4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  pho- 
tographs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MAS  A Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Ala- 
bama, P.  O.  Box  1900-C,  Montgomery,  Alabama 
36197.  Telephone  (205)  263-6441,  or  (toll-free  in  Al- 
abama) 1-800-392-5668. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 
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810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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The  First  Alabamians 

“For  some  one  hundred  centuries,  humans  have  inhabited  the 
land  now  called  Alabama.  Primitive  food  grinding  tools  and  stone 
points  in  Russell  Cave  in  Northeastern  Alabama  attest  that  prehis- 
toric men  and  women  sought  shelter  in  this  huge,  dry  cavity  eight 
to  ten  thousand  years  ago.  ...” 

— Alabama  Historian  Virginia  Van  der  Veer  Hamilton, 
in  her  book,  Alabama  (Norton,  1977) 

On  the  cover  is  a detail  from  James  Thomas  Neumann’s  inaugural 
painting  in  the  MASA-sponsored  Alabama  Heritage  Collection. 
Limited-edition  prints  from  the  series  will  be  offered  to  physicians 
first,  then  to  the  general  public.  The  originals  will  remain  the  prop- 
erty of  the  Association,  with  permission  to  be  granted  for  legitimate 
use  in  textbooks,  state  tourist  promotion,  and  by  scholars. 

Among  those  early  Alabamians  depicted  on  the  cover  was  surely 
a medicine  man  or  two,  Alabama’s  first  doctors.  In  common  with 
all  ancient  cultures,  writes  Temple  University  Historian  Roderick 
McGrew  in  his  Encyclopedia  of  Medical  History  (McGraw-Hill 
1985),  American  Indian  civilizations,  early  and  late,  combined  med- 
icine and  religion:  “Priests,  shamans,  medicine  men  or  sorcerers 
were  entrusted  with  the  rituals  which  served  as  a basis  for  diagnosis 
and  cure.  Supernatural  agencies  were  believed  to  cause  illness,  often 
as  punishment  for  human  error  or  misbehavior.  ...” 
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Selection  of 
Experienced  Import 
Automobiles! 

Below  is  our  selection  at  press  time . . . 
for  an  updated  list,  equal  or  better, 
call  1-277-5700. 


'83  MERCEDES  BENZ  300  SD 

43.000  miles  champagne  gold 
with  Pal.  Tex.  Excellent  books 
and  records.  Extra  nice. 

'87  MERCEDES  BENZ  420  SEE 

Cabernet  with  Pal.  leather, 

7.000  miles.  Very  nice  car. 

'87  MERCEDES  BENZ  300  E 

Signal  Red  with  Pal.  Tex., 

14.000  miles.  Very  nice  car. 


MERCEDES  BENZ  300  CE 
Very  rare,  2 door  coupe, 

Signal  Red.  Pal.  leather  interior. 
Save  thousands.  Perfect  car. 


'88  BMW  325  1C  CONVERTIBLE 

Salmon  Silver  with  Cardinal 
leather,  300  miles.  New  car. 


'88  MAZDA  B2000  SE5 

Short  Wheel  Base,  5 speed,  air, 

7,000  miles. 


'87  PORSCHE  911  CABRIOLET 

Guards  Red  with  Black  leather, 
power  top.  16"  wheels.  Reno 
Cassette,  1 5,000  miles.  Local 
one  owner  trade-in. 
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5 speed,  Moon  Roof,  35,000  miles 
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Salmon  Silver  with  Cardinal 
leather,  5 speed,  21,000  miles. 
One  owner  trade-in. 
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Chase  Manhattan  Bank  & CMAC  to  qualified  buyers. 
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231  EASTERN  BLVD.  MONTGOMERY,  AL  • 1-277-5700 

David  Price,  Devon  Davenport,  Adams  Hudson,  Monty  Poe,  Bill  Hibbert-Assistant  Used  Car  Manager,  Monty  Klonaris-  Used  Car  Manager 


Freectom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 


Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


RESPIRATORY  PHYSICAL 

CONSTIPATION  DEPRESSION  SEDATION  EMESIS  DEPENDENCE 


HYDROCODONE 


CODEINE 


OXYCODONE 


Blank  space  indicates  that  no  such  activity  has  been  reported. 
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medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . .and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  thanGO  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic 


"Dispense  as  written"  for  the  original 
hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


be  habit 


hydrocodone  bitartrate  5 mg.  (Warning;  May 
forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence:  V/ICODIN"  is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  tatients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex:  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergia  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother, 
l^iatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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\ Only  Yesterday 

1, 


There  is  nothing  magic  about  decades  and  centuries; 

they  simply  give  us  convenient  compass  points  for 
! arbitrary  comparisons. 

Even  so,  looking  back  can  always  be  instructive,  as 
I I think  you  will  see  by  reading  the  eloquent  Annual 
: Oration  (reprinted  in  this  issue)  by  Benjamin  James 
j Baldwin,  M.D.,  of  Montgomery,  before  the  annual 
i session  of  MASA  in  April  1888,  an  even  century  ago. 

I Dr.  Baldwin’s  public  speech,  the  predecessor  I be- 
! lieve  of  the  Jerome  Cochran  lecture,  was  praised  by 
i The  Montgomery  Advertiser  for  its  inspiration  and  dar- 
I ing.  Dr.  Baldwin  proposed  some  innovative  ideas  for 
!j  health  education,  which  subsequently  became  law. 

I Reading  through  Transactions  1888  in  which  this 
speech  is  recorded,  I noticed  with  interest  that  phy- 
sicians were  deeply  concerned  about  sexually  trans- 
mitted diseases  as  well  as  the  still  unanswered  mys- 
teries of  yellow  fever  and  the  like. 

Reading  through  the  reports  of  the  individual  county 
societies  I was  struck  by  some  similarities  and  some 
differences  between  1888  and  1988.  Then  as  now, 
Jefferson  County  had  the  largest  enrollment  of  mem- 
bers, 55.  But,  curiously,  Wilcox  County  then  had  as 
many  members,  32,  as  Montgomery,  and  more  than 
Mobile  (25)  or  Madison  (22).  That  probably  says 
something  about  the  decline  of  the  cotton  kingdom 
since  1888. 

The  847  members  reported  by  the  constituent  so- 
cieties represented  about  60%  of  the  known  practi- 
tioners in  the  state  at  that  time.  Today,  of  course,  we 
do  much  better. 

There  was  an  “omnibus  discussion”  of  what  ap- 
peared to  be  a new  hybrid  disease,  typho-malarial  fe- 
ver, although  some  dissidents  questioned  its  existence 


as  a separate  disease  process  from  typhoid  or  ma- 
laria. A major  topic  of  discussion  in  1888,  just  as 
today  with  Medicare,  was  “The  Medical  Treatment 
of  Old  Age,”  the  Transactions  account  of  the  discus- 
sion opening  in  this  fashion: 

“Our  text  books  contain  elaborate  instructions  in 
regard  to  the  therapeutics  of  infancy  and  adolescence, 
but  are  almost  silent  touching  the  medical  treatment 
of  old  age.  . . . Pneumonia  occurring  in  the  young 
and  vigorous  is  successfully  treated  by  antiphlogistic 
means,  blood  letting,  veratrum,  antipyretics,  etc.,  but 
the  same  disease  in  the  aged  is  so  modified  by  reason 
of  devitalizing  influences  that  all  lowering  agents  are 
contra  indicated.  ...” 

Prostate  problems  and  the  rheumatic  diseases  were 
at  the  heart  of  some  of  the  discussions.  The  more  things 
change  the  more  they  are  the  same. 

The  same  feeling  of  deja  vu  occurred  when  I looked 
up  some  of  the  events  of  the  world  at  large  for  1888. 
Can  you  believe  that  the  principal  issue  in  the  presi- 
dential campaign  of  1888,  as  so  far  in  1988,  was  the 
question  of  foreign  competition  and  the  impact  of  im- 
ports of  American  industry?  Democrats  wanted  to  raise 
tariffs;  Republicans  were  opposed. 

The  presidential  election  itself  was  a rather  strange 
one,  but  perhaps  it  had  analogues  for  our  time  as  well. 
The  incumbent  President,  Grover  Cleveland,  Demo- 
crat, had  acquiesced  in  offering  for  re-election,  but  he 
said  he  would  not  deign  to  campaign  for  the  office.  It 
would  be  undignified,  he  said,  for  a sitting  President 
to  hit  the  hustings  and  ask  for  votes. 

The  Republican  candidate  100  years  ago  was  Ben- 
jamin Harrison.  Harrison  said  that  if  Cleveland  wouldn’t 
take  to  the  campaign  trail,  neither  would  he.  He  invited 
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the  folks  to  come  to  his  Ohio  home  and  hear  him  orate 
from  his  front  porch.  Republicans  organized  trainloads 
of  supporters  to  do  just  that.  Harrison’s  front  porch 
campaign  drew  crowds  as  large  as  300,000,  while 
President  Cleveland  sulked  in  his  tent. 

Harrison,  it  seems  scarcely  necessary  to  add,  un- 
seated Cleveland  in  the  election. 

As  it  happened,  1888  was  the  first  year  that  the 
Australian  secret  ballot  was  used  in  this  country  — 
Louisville,  Kentucky,  having  that  distinction.  You  may 
be  interested  to  know  that  the  last  state  to  adopt  the 
secret  ballot  was  South  Carolina  in  1950,  less  than  40 
years  ago. 

About  the  time  our  predecessors  were  meeting  here 
in  Montgomery,  George  Eastman  was  about  to  make 
a profound  change  on  our  society,  although  no  one 
knew  that  at  the  time.  He  introduced  the  “Kodak  box 
camera.’’  Less  well  known  but  even  more  profound 
was  the  invention  by  Tesla  that  year  of  the  alternating 
current  motor. 

Jim  Thorpe,  called  by  some  the  greatest  athlete  of 
all  time,  was  bom  in  1888.  And  that  was  the  year  Jack 
the  Ripper  murdered  six  women  in  London.  The  world’s 
first  beauty  pageant  was  held  that  year,  but  not,  as  you 
might  have  guessed,  in  the  United  States.  Belgium 
started  it  all  in  the  city  of  Spa. 


Even  the  television  that  now  fills  too  much  of  our 
lives  was  prefigured  in  1888:  Heinreich  Hertz  (whom 
we  honor  with  kilohertz  and  megahertz)  identified  ra- 
dio waves  as  belonging  to  the  same  family  as  light 
waves. 

Medical  history,  like  the  rest  of  human  history,  is 
thus  a continuum.  Dip  in  anywhere  in  the  past  and  it 
is  easy  to  see  that  today’s  concerns  are  different  only 
in  external  shape;  to  your  professional  antecedents 
meeting  in  Montgomery  in  1888  syphilis  was  every 
bit  as  disturbing  to  them  as  AIDS  today. 

In  one  aspect  of  this  brief  flashback  to  a century 
ago  I think  mankind  has  gone  downhill.  I would  like 
to  see  a return  to  the  Harrison  front  porch  campaign 
for  president,  whereby  the  candidates  would  announce 
that  anyone  who  wanted  to  hear  their  vaporous  offer- 
ings could  come  to  their  front  yard. 

The  point  of  all  this  is  that  while  problems  ebb  and 
flow,  the  fundamental  challenges  to  medicine  seem  to 
remain  constant  over  the  decades.  0 
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Attend: 

Procedural  Skills  for  Primary  Care  Physicians 

Learn: 

Allergy  testing,  audiometry,  cryosurgery,  colposcopy,  dermatologic  procedures,  flexible 
sigmoidoscopy,  bolter  monitoring,  joint  injection  techniques,  nasopharyngoscopy, 
pulmonary  function  testing,  ultrasonography,  vascular  flow  testing,  and  more. 
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On  Being  Indispensable 


Woodrow  Wilson  in  1912  and  Franklin  Roosevelt 
20  years  later  both  paid  lip  service  to  this  state- 
ment: “There  is  no  indispensable  man.” 

History  reveals  that  neither  believed  it.  When  Pres- 
ident Wilson  said  it,  he  was  sick  and  partly  paralyzed 
but  determined  to  run  the  country  regardless. 

Roosevelt  was  running  for  his  first  term  when  he 
repeated  the  statement  in  1932.  But  evidence  of  his 
apparent  conviction  that  the  statement  didn’t  apply  to 
him  was  his  later  running  for  unprecedented  third  and 
fourth  terms. 

In  other  words,  the  false  modesty  of  decorum  dic- 
tates that  we  all  deny  our  indispensability.  As  long  as 
physicians  understand  that  it  is  only  a ritual  disavowal, 
fine.  But  it  is  my  belief  that  it  is  every  physician’s 
duty  to  make  himself  indispensable:  Indispensable  to 
his  patients;  indispensable  to  his  profession;  indispen- 
sable to  his  community. 

The  first  step  toward  indispensability  is  a self-aware- 
ness inventory.  Ask  yourself:  “Am  I really  using  all 
my  talents  in  the  most  efficient  way  to  make  myself 
indispensable  to  my  patients?” 

Be  honest  in  your  answers.  Then  ask  the  same  ques- 
tion of  yourself  regarding  your  profession  and  your 
community.  Are  you  really  giving  the  best  that’s  in 
you?  Tokenism  won’t  cut  the  mustard.  Both  your  pa- 
tients and  your  peers  will  know  it  if  the  effort  you 
offer  is  less  than  100%. 

There  is  an  old  Southern  expression  that  speaks  vol- 
umes on  the  observational  acuity  of  ordinary  people. 
“He  gives  every  job  a lick  and  a promise.”  In  my 
childhood  and  perhaps  yours,  that  was  a devastating 
critique  of  half-hearted  effort. 

If  you  give  less  than  your  best  to  a patient,  that 
patient  will  detect  it  and  pass  on  the  observation  to 
others.  If  enough  people  in  the  community  say  it  about 


you,  yours  will  not  be  an  enviable  image.  If  your  peers 
reach  the  same  conclusion,  and  they  will  if  you  make 
a habit  of  giving  just  enough  to  get  by,  it  will  be 
reflected  in  your  referrals. 

The  same  is  true  of  your  community  participation. 
It  is  all-important,  I believe,  that  physicians  return  to 
the  days  when  they  were  indispensable  to  community 
leadership  objectives.  If  you  don’t  believe  you  owe 
your  community  anything  beyond  the  pleasure  of  your 
company,  very  soon  that  community  will  show  you  it 
doesn’t  owe  you  anything. 

All  mutually  advantageous  relationships  must  be  re- 
ciprocal. Just  as  there  can  be  no  unilateral  friendships 
or  unilateral  marriages,  so  too  must  all  relationships 
between  the  physician  and  his  profession,  and  the  phy- 
sician and  his  community  be  bilateral. 

When  you  go  all-out  for  your  patients,  for  your  city 
or  town,  for  your  profession,  you  will  be  rewarded  for 
your  dedication.  That’s  what  the  Bible  means  about 
casting  your  bread  upon  the  waters. 

These  are  homilies,  but  they  are  essential  homilies 
we  may  have  let  fall  into  disuse.  For  most  of  the  past 
two  or  three  decades  health  care  had  been  a seller’s 
market.  For  the  past  few  years  it  has  been  a buyer’s 
market,  the  day  of  reckoning.  The  heady  years  of 
constant  expansion  are  over,  if  not  forever  at  least  for 
the  foreseeable  future. 

All  those  cracks  and  fissures  you  see  about  you  are 
signs  of  imposed  contraction,  the  inevitable  conse- 
quence of  unrealistic  expectations  exceeding  re- 
sources. 

But  patients  are  being  squeezed  too,  and  they  look 
to  us  for  the  best  we  can  deliver  under  the  constraints 
imposed  on  them  and  on  us. 

We  must  deliver,  putting  aside  any  animosity  we 
may  have  for  being  made  the  villains.  Patients  didn’t 
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bring  this  about;  your  community  didn’t;  and  certainly 
your  profession  didn’t.  Seek  your  revenge  in  being 
indispensable  to  your  patient,  your  peers  and  your 
townspeople. 

Don’t  get  mad,  the  saying  goes,  get  even.  Get  even 
with  all  our  detractors  by  being  unassailably  thorough 
in  the  care  you  give,  ignoring  the  fact  that  you  will 
likely  be  underpaid.  If  money  were  the  only  compen- 
sation in  medicine,  how  many  of  us  would  be  in  prac- 
tice? 

“Living  well,’’  the  philosopher  said,  “is  the  best 
revenge.’’  By  living  well  I mean  enjoying  the  full  trust 
of  your  patients  and  your  peers  and  finding  total  sat- 
isfaction in  the  art  and  science  of  your  service  as  a 
physician.  The  gratitude  and  trust  of  patients  are  not 
rewards  subject  to  anyone’s  prorating. 

In  an  era  when  doctor-bashing  has  passed  from  the 
fashionable  to  idiotic  triteness,  we  can  best  build  our 
constituency  by  earning  the  fierce  loyalty  of  our  pa- 
tients, a force  that  politicians  and  bureaucrats  may 
challenge  only  at  their  extreme  peril. 

If  we  are  indispensable  to  our  patients,  that  armor 
will  be  ours.  If  we  are  indispensable  to  our  profession 
and  our  communities,  that  strength  is  squared  and 
cubed. 

In  the  final  analysis  the  most  important  wealth  in 
this  life  is  self-esteem.  The  truly  indispensable  man 
will  give  his  maximum  effort  in  everything  he  at- 
tempts, thus  to  earn  for  himself  the  one  reward  that 
can  have  no  relative  value  scale,  cannot  be  frozen, 
rolled  back,  pro-rated  or  discounted  by  any  of  the  bean 
counters  — his  own  measure  of  his  worth. 

Some  may  detect  ambiguity  or  contradiction  in  my 
thesis  that  self-interest  and  virtuous  conduct  are  the 
same,  and  that  in  them  lie  both  the  beauty  and  the 
collective  power  of  our  profession. 

I rest  my  case  with  this  brief  passage  from  Samuel 
Taylor  Coleridge  160  years  ago: 

“In  all  the  outward  relations  of  this  life,  in  all  our 
outward  conduct  and  actions,  both  in  what  we  should 
do  and  in  what  we  should  abstain  from,  the  dictates 
of  virtue  are  the  very  same  with  those  of  self-interest; 
tending  to,  though  they  do  not  proceed  from,  the  same 
point.’’ 

Be  indispensable  to  your  patients,  your  colleagues, 
your  townspeople,  your  legislators.  But  this  above  all; 
be  indispensable  to  yourself. 
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AMA  Law 
Department 
Provides 
Information  and 
Assistance  on 
Request . . . 

The  Health  Law  Department  of  the 
Office  of  the  General  Counsel  re- 
views, complies  and  evaluates  legal 
information  on  topics  which  affect  the 
physician  in  his  medical  practice.  It 
provides  information  and  assistance 
to  physicians  and  their  attorneys  on 
request. 

Examples  of  areas  within  the 
scope  of  this  Department’s  activities 
include  medical  malpractice, 
hospital-physician  relations  (includ- 
ing medical  staff  bylaws  review  and 
staff  privileges  concerns),  allied 
medical  professionals,  legal  aspects 
of  medical  office  practice,  and  gov- 
ernment regulations. 

Attorneys  in  this  department  pro- 
vide legal  support  for  a number  of 
AMA  activities,  such  as  the  AMA’s 
practice  management  workshops, 
medical  and  allied  health  education 
programs,  professional  liability  task 
force  and  the  project  on  health  care 
in  jails.  This  department  also  pro- 
vides legal  support  for  various  state 
and  local  medical  society  programs. 

AMA  Department  of  Health  Law 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

For  additional  information,  write  to 
Donald  P.  Wilcox,  J.D.,  Director,  at 
the  above  address  or  telephone: 
(312)  751-6178, 
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The  Annual  Oration  for  1888 


By  Benjamin  James  Baldwin,  M.D.,  of  Montgomery, 
Junior  Counsellor,  Medical  Association  of  the  State  of  Alabama 
Presented  in  Montgomery  April  1888 


Ladies  and  Gentlemen: 

The  Association  must  be  congratulated  on  the  advent 
of  another  occasion  which  permits  us  to  renew  that 
“fraternity  of  intellect  and  sympathy  of  feeling  which 
makes  us  one  of  another.”  What  is  truth  for  one  is 
truth  for  all;  therefore  we  have  a common  interest  in 
the  aims,  purposes,  developments  and  promotion  of 
the  Medical  Association  of  the  State  of  Alabama.  The 
evaluation  of  the  medical  profession  by  the  promotion 
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of  honor,  dignity  and  usefulness  amongst  its  members; 
the  development  of  science  and  the  good  of  humanity, 
have  been  and  will  ever  continue  to  be  the  objects  of 
this  body.  To  accomplish  such  commendable  results, 
our  members  must  be  gathered  from  all  parts  of  the 
State  and  united  in  one  harmonious  fraternity,  and  must 
adopt  such  measures  as  will  promote  and  perpetuate 
among  ourselves  an  espirit  de  corps,  a conformity  of 


sentiment  and  feeling  and  a combination  and  coop- 
eration in  action.  Any  interested  observer  will  cheer- 
fully admit  that  the  increased  power,  influence  and 
importance  of  the  Medical  Association  of  the  State  of 
Alabama  could  only  have  been  accomplished  by  the 
adoption  and  administration  of  some  such  wise,  well 
regulated  and  systematic  laws.  Disavowing  any  forced 
sentiment,  or  over-drawn  expressions  of  good  will,  I 
say,  with  all  candor,  that  the  Medical  Association  of 
the  State  of  Alabama  stands  second  to  no  medical 
organization  among  the  English  speaking  people.  I 
have  lived  a number  of  years  among  the  medical  bodies 
of  the  great  State  of  New  York.  I have  been  a member 
of  the  medical  association  of  the  good  old  State  of 
Kentucky;  I have  sat  in  the  deliberation  of  medical 
societies  in  that  gloomy  old  city  on  the  Thames;  but 
I have  yet  to  see  an  organization  of  medical  men  whose 
deliberations  are  governed  with  more  system  and  or- 
der, or  whose  laws  are  regulated  with  more  wisdom 
and  judgment  than  that  of  our  own.  Who  is  there  that 
has  observed  through  the  past  ten  years,  who  can  not 
see  that  the  medical  profession  in  this  State  has  been 
moving  onward  and  upward  to  a great  awakening?  We 
have  advanced  without  a halt,  and  with  an  irresistible 
force,  because  the  momentum  is  that  of  the  great  mass. 

I willingly  and  gladly  admit  that  to  a few  belong 
great  praise.  I cheerfully  acknowledge  that  to  one  be- 
longs the  greatest  praise,  but  at  the  same  time,  I declare 
that  it  is  not  alone  a single  leader  or  even  a few  who 
are  kindling  by  their  own  enthusiasm  a temporary  blaze 
of  interest,  energy  and  excitement  in  the  multitude; 
dragging  them  forward  as  with  cords  by  their  own 
strong  zeal  and  energetic  spirit;  but  it  is  the  inborn 
determination,  perseverance,  fidelity  and  soul  which 
is  animating  the  mass,  the  carrying  it  forward  in  its 
legitimate  course. 

A pleasant  meeting  we  had  last  year  in  that  beautiful 
old  town  among  the  oaks,  and  profitable  as  well.  There 
was  an  incident  of  that  meeting,  which  has  a special 
significance  in  this  connection.  Possibly  there  were 
five  or  six  or  more  doctors  who  came  great  distances 
in  their  buggies,  over  rough  mountainous  roads  to  be 
with  us  in  Tuscaloosa,  but  there  was  one  who  rode 
sixty  odd  miles  on  horse-back  to  have  the  honor  of 
participating  as  a delegate  in  this  Association. 

Here  is  a tale  with  its  lesson,  and  in  future  years 
you  may  build  a monument  as  high  as  you  please  in 
honor  of  those  to  whom  praise  is  due  for  setting  this 
association  on  its  successful  career,  but  place  here  and 
there  in  the  shaft  a little  tablet  in  honor  of  the  brave, 
common  sense,  faithful  country  doctors  who  add  so 
much  to  our  strength,  our  influence,  our  honor  and 
our  usefulness.  These  are  the  men  in  greatest  numbers 
here  tonight.  These  are  the  men  who  leave  the  comforts 
of  home  and  come  by  long  and  tiresome  journeys  from 
various  and  remote  parts  of  the  State  to  contribute  to 
the  success  of  our  meetings.  These  are  the  men  who 


strengthen  our  power  and  without  whom  we  could  not 
so  successfully  thrive. 

Now,  Mr.  President,  the  constitution  of  the  Medical 
Association  says  “there  shall  be  elected  at  every  an- 
nual session  an  orator,  whose  duty  it  shall  be  to  prepare 
and  deliver  a public  address  on  some  subject  connected 
with  medicine,  or  the  medical  profession.’’  A public 
address  is  intended  for  a public  audience,  and  that 
means  a miscellaneous  audience.  Ah!  it  is  infinitely 
hard  to  talk  medicine  to  doctors,  and  at  the  same  time 
be  intelligent  to  the  mass. 

I propose,  therefore,  to  address  my  remarks  more 
particularly  to  the  public  on 

Health,  and  Physical  Education, 
as  a Means  of  Promoting  It. 

Physiological  observers  tell  us  that  the  human  race 
is  deteriorating,  physically,  in  all  civilized  quarters  of 
the  globe.  It  becomes  then  a question  of  wise  political 
economy  how  to  arrest  this  deterioration.  People  who 
live  regularly,  industriously,  temperately,  religiously, 
can  well  afford  to  be  ignorant  of  the  laws  of  health, 
and  the  precautions  necessary  to  preserve  it  to  modem 
livers,  for  those  who  live  naturally,  nature  is  a self 
regulator;  her  instincts  are  a guide  and  safe  guard  as 
to  health  and  disease.  But,  men  and  women  whose 
lives  are  artificial  must  study  how  to  preserve  the  health 
under  such  artificial  environment,  or  the  race  will  be- 
come in  time  extinct.  To  live  to  purpose,  man  should 
live  long,  and  life  should  be  cherished  by  all  those 
practices  which  tend  to  keep  it  in  its  highest,  healthiest 
forms,  and  to  its  greatest  duration.  Health  is,  therefore, 
a duty.  When  one  gets  sick,  it  is  generally  his  own 
fault;  the  result  of  either  ignorance  or  presumption, 
and  the  only  remedy  against  the  physical  destmction 
of  the  race  is  to  secure  a practical  intelligence  of  the 
laws  of  human  life.  Writings  on  health  are  among  the 
oldest  in  the  world,  and  the  subject  has  engaged  the 
attention  of  the  profoundest  thinkers,  and  the  most 
renowned  leaders  of  men.  “The  elaborate  directions 
for  the  preservation  of  health  found  in  the  Mosaic  laws 
show  why  the  Jews  enjoyed  such  an  immunity  from 
disease.’’  Not  only  in  mediaeval  and  modem  history, 
but  even  in  our  own  time  the  Jews  have  been  spared 
the  ravages  of  epidemics  when  their  Christian  neigh- 
bors were  perishing  like  insects  around  them.  Eminent 
thinkers  have  attempted  to  explain  this  by  saying  that 
the  periodical  cleansing  of  their  dwellings  involved  in 
the  thorough  search  for  the  leaven  which  preceded  the 
yearly  passover,  had  a notable  effect  in  preventing  that 
continuous  deposite  of  organic  matter  which  is  one  of 
the  most  powerful  factors  in  the  production  of  disease. 

Says  Dr.  Johnson:  “It  will  hardly  be  contended  that 
the  prohibition  of  pork  was  a command  from  the  Al- 
mighty for  the  salvation  of  a Hebrew’s  soul.  But  when 
it  is  recollected  that  leprosy  was  prevalent  in  Judea, 
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As  a incml)cr  of  the  medical  community,  you  know 
the  importance  of  trust  between  physicians  and 
patients.  VV  tiat's  more,  you're  well  aware  that  the 
foundation  of  that  trust  lies  in  the  know  ledge  and 
experience  demonstrated  hy  professionals. 

Ivxpertise  is  also  the  cornerstone  of  AM  A 
Adv  isers,  hie.,  a subsidiaryof  the  American 
Medical  Association.  We  naturally  have  your 
investment  interests  in  mind.  That's  why  we 
dedicate  our  efforts  to  physicians  and  their 
families.. .and  w hy  we  provide  a variety  of 
alternative  investment  strategies  that  can  he 
tailored  to  your  specific  needs. 


course,  ov  erall  professional  management  of  the 
highest  (|uality. 

Whether  you're  new  to  investing  or  an  "old  [iro'.’ 
AMA  Adv  isers  money  management  expertise 
may  help  you  reach  your  financial  goals.  Simply 
complete  and  mail  the  coupon  for  your  KRIvK 
Information  Kit  on  the  funds  in  The  AIVT\  Group. 
We  ll  send  you  prospectuses  w ith  more  com[)letc 
information  detailing  fees  and  expenses.  Please 
read  the  prospectuses  carefully  before  you  invest 
or  send  money. 

Services  aiul  products  as  described  herein  are  not  offered  for  sale  in 
any  slate  where  they  are  not  lawfully  rcftislered. 


You  can  build  your  investment  program  around 
The  .AMA  Group,  the  mutual  funds  managed 
by  AMA  Advisers,  Inc.,  designed  to  help  you 
meet  your  financial  goals  with  a broad  choice 
of  investment  strategies.  Plus,  we  offer  a full 
range  of  investor  services,  including  our  Asset 
Investment  Management  (AIM)  Service,  and,  of 
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and  that  swine  were  believed  to  be  very  much  subject 
to  that  loathsome  malady,  the  prohibition  of  pork  may 
be  easily  accounted  for.  The  sentence  of  uncleanness 
passed  by  Moses  on  so  many  beasts,  birds  and  fishes 
is  also  inexplicable  on  any  other  supposition  than  that 
it  was  based  on  some  sanitary  code  of  diet.  There  can 
be  little  doubt  that  the  minute  regulations  respecting 
diet,  ablutions,  etc.,  so  rigidly  enforced  among  the 
Hindoos,  Egyptians  and  Greeks,  were  directed  to  the 
preservation  of  health,  although  under  the  form  of 
religious  ceremonies.  The  priests,  who  were  the  phy- 
sicians, wisely  concluded  that  injunctions  would  be 
better  obeyed  when  they  were  affirmed  to  be  mandates 
from  Heaven  than  if  they  were  considered  as  merely 
of  human  invention.  It  is  lamentable  but  instructive  to 
realize  the  difference  between  ancient  and  modem  leg- 
islation on  the  subject  of  public  health.  Read  the  laws 
laid  down  by  Lycurgus  for  the  preservation  of  the 
health  and  the  physical  development  of  the  Spartans. 
Read  the  regulations  enjoined  by  Brama.  Go  back  to 
the  very  foundation  of  the  world  and  you  will  find  the 
this  subject  was  of  the  first  importance  among  the 
rulers  of  nations.  Then  can  you  suppress  the  pangs  of 
shame  when  you  realize  that  the  extent  to  which  our 
national  government  goes  in  the  protection  of  public 
health  consists  simply  in  removing  a few  nuisances, 
and  establishing  a nambypamby  quarantine  against  even 
such  plagues  as  cholera,  which,  when  inclined,  can 
leap  over  a triple  cordon  of  Pmssian  bayonets  with  as 
much  ease  as  a wolf  enters  the  open  door  of  a sheep- 
fold.  In  the  matter  of  State  legislation,  we  have  reasons 
to  congratulate  Alabamians  on  the  enactment  of  health 
laws  which  are  far  in  advance  of  most  of  the  other 
States.  Indeed,  very  few  States  in  the  Union  have  made 
any  efforts  to  shield  their  people  from  the  invasion  of 
disease. 

Why  is  this?  Is  it  simply  because  health  is  a negative 
quality  and  during  the  absence  of  disease  the  fortunate 
possessor  never  knows  his  happiness  till  it  has  gone? 
or  is  it  that  the  mass  of  men  do  not  appreciate  it  at  its 
real  value?  Yet  if  you  strike  it  out  from  the  list  of  regal 
prerogatives  the  imperial  diadem  proves  a crown  of 
thorns,  and  without  it  the  glittering  symbols  of  ances- 
tral pride  and  noble  birth  grow  hateful  to  the  eye. 

Is  health  something  you  can  buy?  Can  the  “throb- 
bings  of  a fevered  brain  be  palliated  by  the  embroi- 
dered pillow  or  the  purple  canopy?”  Does  not  the  grim 
monster  demand  from  affluence  an  unconditional  sur- 
render of  all  the  good  things  transmitted  by  heritage, 
acquired  by  industry,  or  accumulated  by  avarice?  Can 
fame  defy  the  stings  of  sickness,  or  power  neutralize 
the  agonies  of  pain?  The  renown  of  many  a victory 
could  not  diffuse  an  anodyne  influence  over  the  pillow 
of  Napoleon  Bonaparte,  and  the  laurels  of  Morengo 
did  not  defend  him  against  the  fogs  of  St.  Helena. 

Is  there,  then,  no  state  or  condition  exempt  from 
disease?  Absolutely  none! 


Is  there  any  remedy  which  can  close  the  avenues  of 
corporeal  suffering?  Absolutely  none.  Is  there  then  any 
subject  of  greater  importance  or  more  worthy  of  con- 
sideration by  the  profoundest  thinkers  than  that  of 
health?  Absolutely  none.  Why,  then,  is  there  such 
indifference,  such  gross  carelessness,  such  culpable 
neglect,  and  such  alarming  ignorance  on  the  part  of 
the  people  as  to  the  prevention  of  disease  and  pres- 
ervation of  health?  For  the  simple  reason  that  their 
early  education  has  been  shamefully  neglected. 

There  is  no  question  that  the  American  people  are 
pursuing  a course  in  their  own  habits  and  practices, 
through  ignorance  of  the  laws  of  hygiene  and  physi- 
ology, which  is  destroying  health  and  happiness  to  an 
alarming  extent;  and  I think  that  I can  show  that  the 
majority  of  the  rising  generation  are  being  educated  in 
a way  that  will  encourage  feebleness,  deformity, 
homeliness,  disease  and  misery.  The  anxious  and  fond 
parents  eagerly  provide  a mind  teacher  for  their  chil- 
dren, sometimes  at  five  and  six  years  of  age.  Do  they 
provide  for  physical  development  at  the  same  time? 
Oh,  no;  but  if  we  turn  back  the  pages  in  the  world’s 
history  we  will  find  an  important  lesson  bearing  on 
this  point.  Some  twenty  centuries  ago  the  Greeks  were 
a small  people  occupying  a small  country,  and  yet  they 
became  the  wisest  and  most  powerful  of  all  nations. 
They  were  remarkable,  not  only  for  their  wisdom  and 
strength,  but  for  their  great  beauty,  so  that  the  statutes 
they  made  to  resemble  their  own  men  and  women  have 
ever  since  been  regarded  as  the  most  perfect  forms  of 
human  beauty.  Now  the  chief  reason  why  they  excelled 
all  nations  was  the  great  care  they  took  in  educating 
their  children.  They  had  two  kinds  of  schools,  the  one 
to  train  the  minds,  the  other  to  train  the  bodies.  And 
though  they  estimated  very  highly  the  education  of  the 
mind,  they  still  valued  the  part  of  school  training  which 
tended  to  develop  strong,  healthy,  graceful  and  beau- 
tiful bodies.  Are  not  we  pursuing  a very  different 
course?  It  is  true  a large  portion  of  the  American  people 
are  providing  schools  for  educating  the  minds  of  their 
children,  but  instead  of  providing  teachers  to  train  the 
bodies  of  their  offsprings,  most  of  them  have  not  only 
entirely  neglected  it,  but  are  doing  everything  they  can 
to  make  them  feeble,  sickly  and  ugly. 

The  American  people  seemingly  do  not  believe  that 
a full  expansion  of  the  corporal  organs  is  essential  to 
a complete  development  of  the  mental  faculties.  They 
ignore  the  fact  that  strength  of  mind  must  be  intimately 
associated  with  strength  of  body.  They  smile  carelessly 
when  they  are  able  to  remember  some  great  mind  which 
has  accidently  inhabited  a feeble  body,  or  some  queer 
genius  with  a club  foot  or  a crooked  spine.  And  they 
revel  further  in  this  mock  argument  when  they  point 
you  back  to  that  cruel  part  of  the  sanitary  code  of 
Lycurgus  which  destroyed  all  Spartan  children  bom 
with  deformity  or  defect,  and  say  that  had  Pope  been 
bom  in  Laconia,  the  poet  of  Twickenham  would  never 
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have  “lisped  in  numbers”  or  tuned  his  lyre  to  the  Rape 
of  the  Lock,  or  that  had  Byron  even  been  a Spartan, 
Childe  Harold  w’ould  never  have 

“Passed  the  barren  spot 

Where  sad  Penelope  o’erlooked  the  wave. 

And  onward  viewed  the  mount  not  yet  forgot. 

The  lover’s  refuge,  and  the  Lesbian’s  grave.” 

Notwithstanding  the  stoical  indifference  of  our  peo- 
ple to  the  importance  of  physical  training,  the  fact 
remains  that  rigid  training  of  bodily  powers  among  the 
ancients  almost  annihilated  disease.  But  passing  over 
the  ordeals  of  the  sanitary  code  of  centuries  ago,  we 
come  down  to  the  facts  which  are  readily  acknowl- 
edged by  all  scientists,  that  systematic  exercise  of  the 
physical  powers  is  of  far  more  importance  in  children 
up  to  certain  ages,  than  is  exercise  of  the  mental  pow- 
ers. The  influence  of  such  systematic  training  on  health 
and  morals  has  been  demonstrated  to  be  absolutely 
astonishing,  and  it  is  contended  that  strenuous  exercise 
and  simple  food  will  control  the  sympathies,  affections 
and  thoughts  beyond  all  the  precepts  of  priest  or  phi- 
losopher. The  muscles  of  early  youth  are  so  imbued 
with  an  exuberance  of  vitality  that  quietude  is  irksome, 
and  this  exuberance  is  joyfully  as  well  as  profitably 
expended  in  an  active  exertion,  if  children  are  given 
an  opportunity.  But  let  me  paint  a picture  of  the  ideal 
child  of  the  present  day: 

(1)  Here  he  is;  the  pet  of  the  household,  beautiful 
and  gifted,  with  large  eyes,  long  eye-lashes,  well  cut 
eye-brows,  full  lips,  a beautiful  complexion,  fine  silken 
hair  and  bright  mind;  such  children  are  generally  pre- 
cocious and  they  should  especially  be  held  back  in  all 
mental  training  until  their  physical  powers  are  well 
advanced.  But  how  are  they  generally  treated?  Why, 
they  are  encouraged  by  ambitious  parents  to  manifest 
their  mental  powers,  which  are  often  remarkable,  and, 
I grant,  very  fascinating. 

For  a few  years  such  children  are  looked  upon  with 
admiration  and  wonder.  But  the  over  stimulated  nerv- 
ous system  has  little  resistive  power,  and  having  used 
their  nerve  force  too  freely,  instead  of  storing  it  up, 
when  the  hour  of  trial  comes,  that  force  is  spent  which 
would  have  enabled  them  to  weather  the  storm,  and 
disease  is  quickly  fatal. 

Thus,  the  laurel  is  converted  into  the  cypress  to  wave 
over  the  tomb  of  talent  or  over  the  living  wreck  of 
mind  and  body. 

For  a practical  illustration  of  the  injurious  effect  of 
too  early  and  too  much  mental  exercise  in  the  young, 
let  us  compare  the  precocious  child  of  the  city  with 
the  dull  one  of  the  country. 

(2)  The  little  city  urchin  can  see  fifty  mischiefs  that 
would  pass  undiscovered  by  the  dull  rustic.  But  while 
the  town  child  is  living  in  excitement  and  using  up  his 
nerve  force,  the  country  child  is  developing  a strong 
body  and  storing  up  his  nerve  force  for  future  use,  and 


in  the  course  of  time  will  surpass  the  other  in  brain 
power.  There  is  an  old  proverb  which  says: 

“You  can’t  eat  cake  and  have  it.”  Ah!  I am  afraid 
civilization  is  leading  us  too  fast,  for  we  can  yet 
look  back  into  the  centuries  that  have  rolled  by 
and  glean  important  facts  in  regard  to  mental  and 
physical  training. 

Now,  why  do  I direct  your  attention  so  particularly 
to  the  proper  physical  training  of  the  young.  You  say 
there  are  the  heads  sprinkled  with  gray  and  white,  but 
we  can’t  change  them,  they  are  too  for  down  the  stream 
of  life.  Then  there  are  those  of  middle  age,  healthy, 
strong,  robust,  but  we  can’t  change  them;  they  think 
they  will  never  need  any  information  concerning  health. 
Then  there  are  young  women,  with  sensitive  nerves, 
susceptible  feelings,  exquisite  sympathies,  tender  af- 
fections, delicate  organizations,  beautiful  faces;  reared 
like  hot-house  plants.  I suppose  they  will  continue  to 
issue  forth  in  the  face  of  a driving  blizzard,  to  the  ball 
room,  the  opera  or  theatre,  in  a gossamer  dress  that 
might  well  suit  the  skies  of  the  Sandwish  Islands.  The 
consequences  are  serious,  but  can  you  change  them? 
Who  will  volunteer  to  try?  Then  there  are  the  young 
men;  well  you  may  tell  them  about  midnight  hours  at 
the  club,  tell  them  the  fate  of  the  gourmand  and  the 
bacchanal,  but  can  you  change  them?  Just  as  well 
whistle  to  the  wind.  Then  the  only  chance  for  us  is  to 
begin  at  the  first  round  of  the  ladder,  the  little  child 
in  the  school  room.  Now,  if  we  are  going  to  accomplish 
anything,  we  must  educate  public  opinion  and  look 
for  results  in  the  future.  In  common  with  all  important 
reforms  this  can  only  be  effected  fully  by  securing  the 
co-operation  of  those  for  whom  the  benefit  is  chiefly 
intended.  I am  aware  that  it  is  a difficult  Usk  to  en- 
lighten the  pass  on  subjects  which  influence  public 
health,  hence  the  opposition  of  the  illiterate  to  sanitary 
reform,  and  the  indifference  to  hygienic  improvements 
on  the  part  of  political  boards.  This,  however,  must 
be  overcome,  and  in  its  place  must  be  secured  full 
appreciation  of  wise  and  liberal  provisions  for  the  de- 
velopment of  strong  and  healthy  bodies  as  well  as 
strong  and  healthy  minds. 

Now  I suggest,  Mr.  President,  that  this  Association, 
whose  influence  is  strengthened  every  day,  take  hold 
of  this  subject  and  advocate  the  adoption  by  the  leg- 
islature of  a bill  introducing,  wherever  practicable,  the 
subject  of  physiology,  anatomy  and  hygiene  in  all  the 
public  schools  of  the  State. 

I am  aware  that  there  are  pessimists  who  go  on  the 
theory  that  a little  learning  is  a dangerous  thing.  They 
theorize  further,  and  say  that  if  you  put  physiology, 
anatomy  and  hygiene  in  the  hands  of  the  children  you 
make  them  afraid  of  themselves;  you  make  them  pre- 
maturely old;  you  rob  them  of  the  freedom  and  pleasure 
of  childish  sports;  you  make  them  prudish.  Ah!  what 
nonsense.  Just  as  well  say  that  philosophy  and  physics 
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will  make  them  infidels  or  that  history  and  rhetoric 
will  unfit  them  as  men  of  business.  Is  it  not  far  better 
for  the  people  to  know  the  laws  of  health  and  happi- 
ness, than  it  is  for  them  to  learn  by  bitter  experience 
the  result  of  ignorance  of  these  laws,  the  subsequent 
suffering  and  unhappiness?  Now  while  we  are  en- 
deavoring to  aid  the  coming  generations  to  improve 
their  physical  as  well  as  mental  development,  let  us 
protect  them  until  they  have  reached  that  point  where 
they  can  protect  themselves. 

(3)  And  to  this  end  let  this  Association  advocate  the 
introduction  by  law  of  adequate  ventilating  arrange- 
ments under  the  best  plans  and  thorough  supervision. 
Until  school  boards  are  educated  to  the  true  importance 
of  a constant  and  wholesome  exchange  of  atmosphere 
in  the  school  room,  it  is  useless  to  expect  them  to  make 
the  necessary  outlay  or  arrangements  which  make  no 
show  and  to  them  are  of  little  value.  Let  there  be 
systematic  and  compulsory  hourly  drills  in  gymnastics, 
calisthenics,  military  motions,  etc.,  and  the  provisions 
of  this  character  to  be  as  minute  and  matured  as  those 
for  mental  development. 

Require  that  the  grading  of  seats  and  desks  be  adapted 
to  the  physical  necessities  and  conditions  of  the  child, 
and  that  the  direction  and  quantity  of  light  and  color 
admitted  into  school  rooms  shall  be  controlled  by  the 
best  known  principles  of  optical  hygiene.  Provide  time 
for  a regular,  deliberate  and  wholesome  meal  at  noon, 
and  for  sufficient  natural  and  stimulating  exercise  and 
amusement  in  stormy,  as  well  as  fair  weather. 

Some  advance  has  been  made  in  the  Northern  States 
in  this  department  in  the  last  ten  years,  and  I trust  that 
the  next  decade  will  witness  a far  more  gratifying 
progress,  and  I hope  that  Alabama,  which  has  shown 
so  much  wisdom  in  the  enactment  of  sanitary  laws, 
will  be  foremost  in  this  important  department  of  ed- 
ucation. 

I thank  the  good  people  who 'have  so  kindly  given 
me  their  attention  this  evening,  but  I ask  more  than 
merely  a respectful  hearing;  I have  a right  to  ask  it, 
to  demand  it;  for,  however  feebly  I plead  the  cause  of 
the  young,  the  innocent,  the  helpless,  whom  Gom  has 
confided  to  us  mind  and  body,  this  hour  has  been  vain 
and  unprofitable,  if  it  leaves  no  fruit  in  action,  for  I 
have  discussed  no  abstract  question,  I have  advanced 
no  theory  of  a doctrinaire,  but  in  plain  and  wholly 
inadequate  language,  have  tried  to  make  clear  the  duty 
you  owe  to  society  and  the  State  in  the  proper  education 
of  the  children.  It  is  the  most  sacred,  the  most  stu- 
pendous obligation  that  is  imposed  upon  the  citizen  of 
a free  country.  I shall  not  offend  this  intelligent  au- 
dience by  dwelling  upon  the  necessity  of  a general 
education,  of  giving  all  classes  an  equal  opportunity 
to  breathe  this  breath  of  moral,  spiritual  and  intellectual 
life  upon  which  depend  all  peace  and  happiness,  truth 
and  justice,  religion  and  piety  for  all  generations.  Self- 
preservation  alone  compels  a liberal,  fostering  care  of 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1,  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states, 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e.g  , spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  tor  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  witb  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation, 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g,,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  elecfrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS),  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2,  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3,  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4,  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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our  schools,  for  without  it  all  our  enterprises  languish 
and  our  schemes  for  growing  great  and  rich  are  blighted. 

It  is  not  only  education  that  is  required,  but  the  right 
education,  the  sound  mind  in  the  sound  body,  neither 
to  be  dwarfed  nor  weakened,  neither  to  be  developed 
nor  strengthened  at  the  expense  of  the  other;  equally 
sacred,  they  equally  claim  our  devoted  care. 

That  physical  and  intellectual  beauty  of  the  highest 
type  may  be  attained  in  the  same  individual,  the  Greek 
civilization,  the  highest  the  world  has  ever  seen,  mar- 
vellously proves. 

How  may  we  hope  to  attain  like  perfection?  By 
guarding  the  school-house  with  the  same  religious  care 
that  we  have  over  our  hearthstones.  We  resent  with 
all  the  vehemence  of  our  nature  any  interference  with 
our  domestic  life,  and  let  us  with  the  same  righteous 
indignation  forbid  the  presence  of  politicians  in  all 
school  affairs.  We  know  how  insiduous  are  the  wiles 
of  the  men  who  so  disinterestedly  consent  to  conduct 
the  public  business  for  the  dear  people;  how  steathily 
they  extend  their  authority,  encroaching  now  an  inch, 
now  an  ell,  now  a rod  upon  the  domain  of  private 
rights,  unopposed,  because  what  is  everybody’s  busi- 
ness is  nobody’s  business,  characterizing  the  few  prot- 
estants  as  grumblers  and  reactionists  warring  against 
the  spirit  of  progress. 

My  friends,  do  not  be  deceived,  politicians,  how- 
ever honest,  ought  not  to  be  trusted  with  the  manage- 
ment of  public  schools.  Every  community  must  have 
its  own  school  board  free  from  political  taint,  and 
responsible  only  to  the  people.  I speak  for  this  great 
commonwealth  when  I say  to  the  politicians,  stand 
back  from  this  sacred  ground.  Do  not  undermine  the 
very  foundations  upon  which  the  fabric  of  society  is 
reared;  do  not  beat  down  that  column  which  supports 
the  feebleness  of  humanity. 

Mr.  President,  and  members  of  the  State  Medical 
Association  of  Alabama:  I most  cordially  thank  you 
for  the  honor  you  have  conferred  upon  me,  and  in 
closing  I say  with  fervent  heart  that  I have  a proud 
hope  for  the  future  of  this  Association.  For  the  very 
humblest  one  of  us  there  is  a dazzling  height  that  may 
be  attained.  Thirst  for  knowledge,  self-respect,  phi- 
lanthrophy,  burning  ambition,  have  made  the  great 
physicians  and  surgeons  of  the  past.  You  can  be  just 
as  great,  for  when  this  height  has  been  reached,  it  will 
be  seen  that  the  successful  aspirant  has  been  stimulated 
by  these  strong  powers.  To  him  the  laurel  blossoms 
of  renown,  and  the  life  giving  mission  of  his  art,  are 
dearer  and  more  attractive  than  was  the  mystic  bough 
to  the  eager  zElneas.  On  the  eve  of  the  battle  of  the 
Pyramids,  Napoleon  exclaimed:  “Soldiers!  from  the 
height  of  yon  monuments,  forty  centuries  look  down 
upon  you.’’  Gentlemen,  the  memory  and  life  of  count- 
less worthies  of  our  profession  point  and  beckon  to  a 
goal  more  elevated  than  ever  attracted  legislators  and 
conquerors,  Solons  and  Caesars.  0 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERA15  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formuiated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 
CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1 ) cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and. 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized.  It  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  Impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine  or  Isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  In  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  If 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  In  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
h^tic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyi^rten- 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  In  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Alummum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethartol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis.  Ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  tor 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  dally, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  Is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosa^  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Abstract 

This  is  an  epidemiologic  study  of  severe  max- 
illofacial trauma  looking  at  age,  race,  gender, 
mechanism  of  injury,  mode  of  hospital  trans- 
portation, seatbelt  usage,  alcohol  use  and  sea- 
sonal variation  in  the  incidence  of  facial  in- 
juries. We  reviewed  retrospectively  severe 
maxillofacial  trauma  patients  at  Carraway 
Methodist  Medical  Center,  a Level  I Trauma 
Center,  over  a one-year  period.  This  study  en- 
compasses patients  from  a three  state  area  in- 
volving eighteen  different  counties  and  thirty- 
five  cities.  A total  of  fifty  consecutive  cases 
were  included  from  August,  1986,  through 
July,  1987. 


Introduction 

Trauma  is  the  leading  cause  of  death  in  the  first 
four  decades  of  life  in  the  United  States  surpassed 
only  by  cancer  and  atherosclerosis  as  the  cause  of  death 
in  all  age  groups. The  United  States  government 
estimates  that  more  than  one  hundred  fifty  thousand 
deaths  occur  annually  from  accidents  alone.®  However, 
unlike  mortality  for  many  serious  diseases  in  the  United 


States  the  mortality  from  traumatic  injuries  is  increas- 
ing each  year.®  The  cost  for  trauma  care  in  the  United 
States  is  staggering.  Twelve  percent  of  all  hospital  beds 
are  occupied  by  trauma  patients.®  ® In  1981  the  cost 
of  death  and  disability  due  to  trauma  was  eighty-seven 
billion  dollars  with  forty-one  billion  attributed  to  death 
and  disability  secondary  to  motor  vehicle  acci- 
dents.'®-® Each  year  some  two  million  people  suffer 
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June  1988  / 23 


Mechanism  of  Injury 
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Figure  3. 

TRAUMA  BY  MONTH 


death,  injury  or  property  damage  because  of  a drunk 
driver^  Moreover,  about  forty-one  percent  of  all  fatal 
crashes  last  year  involved  an  intoxicated  driver  or  pe- 
destrian/ It  is  clear  from  national  data  that  vehicular 
trauma  is  both  age  and  alcohol  related.  Our  review  of 
maxillofacial  trauma  in  Alabama  substantiates  these 
observations  and  strongly  relates  facial  trauma  to  the 
non-usage  of  seatbelts.  Many  states  have  recently 
passed  mandatory  seatbelt  laws  and  our  data  clearly 
indicts  the  unused  seatbelt  as  a major  factor  in  severe 
facial  injuries. 

Patient  Population 

This  is  a retrospective  review  of  maxillofacial  trauma 
at  the  Carraway  Methodist  Medical  Center,  a Level  I 
Trauma  Center,  over  one  year.  Fifty  consecutive  pa- 
tients with  severe  maxillofacial  injuries  requiring  sur- 
gical intervention  were  reviewed.  We  examined  age, 
race,  gender,  mechanism  of  injury,  mode  of  hospital 
transportation,  seatbelt  usage  and  alcohol  abuse  as  re- 
lated to  maxillofacial  trauma.  The  techniques  of  facial 
reconstruction  as  well  as  the  management  of  associated 
injuries  will  be  the  focus  of  a subsequent  manuscript 
on  facial  injuries. 

Results 

1)  Age:  The  mean  age  of  this  population  was  32.5 
years  of  age  (Figure  1).  The  age  breakdown  was  into 
six  different  categories.  The  zero  to  13  age  group  had 
no  patients.  The  14  to  19  year-old  age  group  had  a 
total  of  9 patients  representing  18%  of  our  population. 
The  20  to  34  year-old  age  group  had  a total  of  26 
patients  representing  52%  of  our  population.  The  35 
to  49  year-old  age  group  had  8 patients  representing 
16%  of  our  population.  The  50  to  64  year-old  age 
group  had  3 patients  representing  6%  of  our  population 
and  the  65  and  over  category  had  a total  of  4 patients 
representing  8%  of  our  study  population.  The  majority 
of  the  patient  population  fell  in  the  20  to  34  year-old 
age  bracket  which  correlates  well  with  the  national 
average.'- ^ In  our  patient  population  45  of  the 
patients  were  Caucasian  representing  90%  of  our  pa- 
tient population  and  5 of  the  patients  were  black  rep- 
resenting 10%  of  our  patient  population. 

2)  Gender  Breakdown  — male-female  ratio:  Seven 
patients  in  the  population  were  black  males  which  rep- 
resented 70%  of  the  total  black  population  and  14% 
of  the  total  population.  Thirty  patients  in  the  study 
were  white  males  which  represented  75%  of  the  white 
population  and  60%  of  the  total  population.  Both  black 
males  and  white  males  combined  represented  74%  of 
total  patient  population.  Black  females  numbered  three 
which  represented  30%  of  the  black  population  and 
6%  of  the  total  population.  White  females  numbered 
ten  representing  25%  of  the  white  population  and  20% 
of  the  total  population.  Black  female  and  white  females 
combined  represented  26%  of  the  total  population.  The 
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Figure  5 . 
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Figure  6. 


data  shows  a 3 to  1 male  predominence  without  sta- 
tistical significance  between  blacks  and  whites  based 
on  gender. 

3)  Mechanism  of  Injury:  Mechanism  of  injury  was 
broken  down  into  five  different  categories;  motor  ve- 
hicle accident  (Figures  8,  9,  10),  fall  or  fallen  object 
(Figures  11,  12,  13,  14),  motorcycle  accident  (Figures 
15,  16),  blunt  assault  (Figures  17,  18,  19)  and  gunshot 
wound  (Figures  2,  3,  13,  14,  15,  16).  The  most  fre- 
quently seen  mechanism  of  injury  was  motor  vehicular 
accident  which  represented  60%  of  our  patient  popu- 
lation. The  second  most  frequent  mechanism  of  injury 
was  that  of  fall  or  falling  objects  which  represented 
12%  of  our  patient  population.  Third  most  frequent 
was  that  of  motorcycle  accident  which  represent  10% 
of  our  population.  Also,  blunt  assault  represented  10% 
of  our  patient  population  and  lastly  gunshot  wounds 
represented  a total  of  8%  of  our  patient  population. 
There  is  approximately  a 3 to  1 male  to  female  ratio 
in  all  five  of  the  categories  representing  mechanism 
of  injury. 

4)  Seasonal  Incidence;  It  has  long  been  suspected 
that  major  trauma  occurred  in  seasonal  patterns  prob- 
ably related  to  vehicular  traffic.^’  * Our  impression  has 
always  been  that  the  warm  weather  months  were  the 
busiest  for  trauma  which  is  substantiated  by  our  data 
(Figure  4).  August  and  September  accounted  for  18% 
(9  patients)  and  14%  (7  patients)  respectfully  of  our 
patients.  Surprisingly  we  operated  on  no  maxillofacial 
trauma  during  the  months  of  March  and  April.  This 
may  represent  either  fewer  cases  of  sufficient  severity 
to  require  surgery  or  associated  injuries  (i.e.,  head 
trauma)  so  severe  as  to  delay  treatment  or  obviate 
surgical  intervention  altogether. 

5)  Mode  of  Transportation  to  Hospital:  Since  the 
recognition  of  the  “golden  hour”  immediately  after 
major  trauma  when  specialized  care  can  alter  the  out- 
come of  the  trauma  victim,  rapid  evaluation  and  trans- 
port to  a Level  I Trauma  Center  has  been  achieved 
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Figure  9.  Miniplate  fixation  and  primary  cranial  bone  grafting 
of  Le  Fort  III,  Le  Fort  / and  nasoethomoid  facial  fractures. 


Figure  8.  Twenty-two  year  old,  white  female  in  motor  vehicular 
accident  not  wearing  seatbelt. 


Figure  10.  Six  months  postop  further  soft  tissue  reconstruction 
to  face  to  follow. 


with  the  use  of  aircraft,  specifically  the  helicopter  (Fig- 
ure 5).^-  * Fifty  percent  of  our  patients  were  transported 
via  the  Lifesaver  helicopter  air  ambulance  (Figure  24). 
Thirty-two  percent  of  maxillofacial  trauma  cases  were 
transported  via  ground  ambulance  and  eighteen  percent 
arrived  by  personal  vehicle.  Of  all  these  cases  which 
were  received  via  the  trauma  room  (Figure  25)  forty- 
two  percent  of  the  patient  population  was  initially  ad- 
mitted to  the  general  surgery  trauma  service  (Figure 
7).  An  additional  thirty  percent  was  initially  triaged  to 
the  neurosurgical  service  and  twenty-eight  percent  were 
initially  admitted  to  the  plastic  surgery  service.  There- 
fore, twenty-eight  percent  of  the  patient  population 
initially  seen  in  the  trauma  room  had  maxillofacial 
injuries  so  severe  that  this  was  the  initial  mode  of 
triage.  It  is  clear  that  multispecialty  coverage  is  nec- 
essary for  appropriate  triage  and  expeditious  surgical 
care  on  a 24-hour  a day  basis. 

6)  Geographic  Distribution:  This  analysis  encom- 
passes patients  from  a three-state  area.  Ninety-six  per- 
cent of  the  patient  population  came  from  the  state  of 
Alabama  with  two  percent  of  the  patient  population 
coming  from  the  state  of  Tennessee  and  two  percent 
of  the  patient  population  coming  from  the  state  of 


Mississippi.  Sixteen  different  counties  were  repre- 
sented in  the  state  of  Alabama  (Figure  6).  Within  Al- 
abama Jefferson  County  was  our  primary  referral  area 
with  19  patients  representing  38%  of  the  total  popu- 
lation. Second  was  Walker  County  which  had  a total 
of  seven  patients  representing  fourteen  percent  of  the 
patient  population.  Third  was  Cullman  County  with  a 
total  of  four  patients  representing  eight  percent  of  the 
patient  population  and  fourth  was  Blount  County  with 
a total  of  three  patients  representing  six  percent  of  the 
patient  population.  The  map  (Figure  5)  summarizes 
our  geographic  referral  base.  Due  to  the  presence  of 
an  air  ambulance  system  for  patient  retrieval  and  a 
Level  I trauma  center,  our  referral  area  is  expanded 
far  beyond  what  would  be  predicted  for  a facility  of 
617  beds. 

7)  Seatbelts;  Sixty  percent  of  our  maxillofacial  trauma 
population  was  involved  in  a motor  vehicular  accident 
(Figure  2,  3).  Of  this  number  it  is  determined  whether 
seatbelts  were  used  in  73.3%  or  twenty-two  of  thirty 
cases.  Of  these  twenty-two  patients  one  hundred  per- 
cent were  not  wearing  their  seatbelts  at  the  time  of 
their  injuries  (Figure  26).  Although  we  are  aware  of 
no  recent  data  concerning  the  multiple  trauma  patient 
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Figure  15.  Twenty-one  year  old,  white  male  involved  in  mo- 
torcycle accident  sustaining  soft  tissue  injuries  to  nose,  upper  lip 
as  well  as  a fractured  mandible. 


Figure  16.  Six  months  postop. 


and  seatbelt  usage,  our  information  clearly  and  un- 
equivocally correlates  severe  maxillofacial  trauma  and 
the  lack  of  seatbelt  usage. 

8)  Alcohol-related  Trauma:  Alcohol  levels  were  de- 
termined in  forty-eight  percent  or  twenty-four  of  our 
patients.  Seventy-one  percent  or  seventeen  of  twenty- 
four  patients  tested  positive  for  ETOH.  The  average 
alcohol  level  was  176.6  with  a range  from  23  to  299. 
In  each  individual  area  of  breakdown  it  was  attempted 
to  determine  ETOH  level.  In  the  area  of  blunt  assault 
which  represented  ten  percent  of  our  patient  population 
ETOH  levels  were  not  determined  at  the  time  of  ad- 
mission. In  the  gunshot  wound  population  ethanol  lev- 
els were  determined  in  seventy-five  percent  of  the  pa- 
tient population.  Of  those  patients  sixty-six  percent 
tested  positive  for  ethanol  with  an  average  level  of 
232.5  and  a range  of  175  to  290.  In  the  motorcycle 
group  forty  percent  of  the  patient  population  was  tested 
for  ethanol  and  all  tests  were  positive. 

In  the  motor  vehicular  accident  population  alcohol 
levels  were  determined  in  sixty  percent  of  1 8 patients 
and  of  that  sixty  percent  two-thirds  tested  positive  for 


Figure  11 . Sixty-six  year  old,  white  female,  a week  status  post 
blunt  trauma  to  right  side  of  face.  Note  typical  presentation  of 
patient  with  entrapment  symptom  causing  diplopia. 


Figure  12.  Limitation  of  upper  gaze  O.D. 


Figure  13.  Restoration  of  upper  gaze  sip  exploration  and  septal 
cartilage  graft  to  orbital  floor. 


Figure  14.  Four  months  postop. 
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Figure  18.  Left  zygomatic,  orbital  and  maxillary  fractures  (dis- 
placed). 


Figure  17.  Fifty-three  year  old,  black  female  sustaining  blunt 
trauma  to  face  as  a result  of  assault. 


Figure  19.  One-year  postop  miniplate  fixation  zygoma,  primary 
cranial  bone  graft  to  orbital  floor. 


ETOH.  The  average  alcohol  level  of  this  group  was 
190.82  and  the  range  was  from  33  to  299. 

Conclusion 

Governmental  estimates  tell  us  that  more  than  40% 
of  all  teenage  deaths  result  from  vehicular  trauma  and 
more  than  one-half  of  these  accidents  are  alcohol  re- 
lated.Young  people  ages  15  to  24  make  up  only 
19%  of  the  population  but  constitute  almost  37%  of 
the  alcohol  related  deaths  in  this  country.^-  Two-thirds 
of  our  patients  sustaining  severe  facial  trauma  due  to 
vehicular  accidents  or  blunt  assault  tested  positive  for 
alcohol  usage.  It  is  our  impression  that  this  may  be  a 
conservative  estimate  as  all  patients  were  not  tested 
for  serum  alcohol  levels.  We  also  know  that  none  of 
these  drinking  drivers  and/or  passengers  were  wearing 
seatbelts.  It  seems  imminently  clear  to  those  of  us  who 
treat  the  trauma  patient  that  without  drinking  and  with 
proper  seatbelt  usage  the  incidence  of  severe  facial 
trauma  would  be  reduced. 

We  found  a 3:1  male  to  female  ratio  regardless  of 
the  mechanism  of  injury  to  the  face  and  no  significant 


racial  predispositions.  Geographically  we  see  a vast 
majority  of  patients  from  Jefferson  County  and  coun- 
ties in  northern  Alabama.  Fifty  percent  were  air-evac- 
uated by  helicopter  to  our  facility. 

We  clearly  have  shown  that  seatbelt  usage  and  al- 
cohol abuse  are  major  factors  associated  with  severe 
maxillofacial  trauma.  The  age,  sex  and  seasonal  sta- 
tistics confirm  the  national  estimates  as  related  to  Al- 
abama.^- The  air-ambulance  has  expanded  our  referral 
area  and  probably  improved  the  care  received  by  our 
patients  especially  during  the  “golden  hour”  period. 
Due  to  the  significant  volume  of  facial  trauma  treated 
by  the  Department  of  Plastic  Surgery,  we  have  de- 
veloped and  refined  several  new  techniques  of  facial 
reconstruction'^-  including  primary  definitive  os- 
seous reconstruction**  utilizing  mini-plate  techniques 
of  fixation as  well  as  primary  cranial  bone  grafting‘s 
of  osseous  defects.  Our  work  indicates  that  early  de- 
finitive repair  of  fractured  orbitofacial  structures  im- 
proves aesthetic  and  functional  results. Our  tech- 
niques for  facial  reconstruction  in  these  fifty  patient 
will  be  the  subject  of  further  manuscripts.  0 
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Figure  24.  Life  saver  air  ambulance. 
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Figure  22.  Intraoperative  plan  for  reconstruction  utilizing  mul- 
tiple contoured  cranial  bone  grafts. 


Figure  23.  Osseous  reconstruction  at  primary  surgery. 


Figure  26.  Dashboard  as  a result  of  victim  not  wearing  seatbelt. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  6TH  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  fur  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  tour  weeks 

Axid  IS  indicated  for  maintenance  therapy  tor  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s  alter  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions;  General-^  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  m patients  with  moderate  to  severe  renal  insufficienoy 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix"  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxtde.  lorazepam.  Iidocaine.  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizmg  enzyme 
system:  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3.900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- f<  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  60 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enlerochromaffin-likc  (ECL)  cells  in  the  gastric  oxynlic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  m hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rale  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
lor  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  limes  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  tor  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation.  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  (he  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Woffters  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  m lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  (/se-  Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  — U\cer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions.  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine 
/yepahc— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  [AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SCOT.  SGPT  enzymes  (greater  than  500  lU/L).  and  m a single 
instance.  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular  — \n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  m three  untreated  subjects 

fndocr/ne— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic -Fa\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H;-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 
/nfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  m placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Drher-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  tn 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  tor  tour  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacnmation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.200  mg/kg  m monkeys  were  not 
lethal  Intravenous  LO$o  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/Vg  respectively  PV  2091  AMP  [041268] 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


OB/GYN:  Opportunity  exists  for  2 person  grp.  in  charming,  south- 
ern city  of  400K  to  develop  practice  in  young,  underserved  mkt. 
Compel,  guarantee  plus  benefits.  Start-up  assistance.  Support  from 
300  bed  hosp.  w/state-of-the-art  obstetric  service.  Contact  Don 
Gustavson,  TYLER  & CO.,  9040  Roswell  Rd.,  Atlanta,  GA  30350. 
Call  (404)  641-6411. 


PHYSICIAN  — Full-time,  12  month  appointment,  competitive 
salary  with  strong  fringe  package  and  a double  retirement  package. 
Applicants  must  hold  or  be  eligible  for  active  Alabama  license, 
hold  full  privilege,  DEA  number,  be  eligible  for  unrestricted  mal- 
practice insurance.  Current  private  practice  in  a primary  care  field, 
speciality  certification,  experience  in  student  health  field  will  add 
additional  weight  to  vitae.  Closing  date  for  inquiry  will  be  June 
20,  1988.  For  information  write:  Director,  Russell  Student  Health 
Center,  P.O.  Box  Y,  University  of  Alabama,  Tuscaloosa,  Alabama 
35487  or  call  (205)  348-6262.  An  Equal  Opportunity,  Affirmative 
Action  Employer. 


NORTH  ALABAMA  ESTABLISHED  SURGICAL  PRACTICE 
FOR  SALE.  BC/BE,  vascular  and  endoscopy  capability  a must. 
Great  financial  incentives.  Call  Eileen  Wallach  collect  at  404-393- 
1210. 


FLORIDA:  Enjoy  the  best  of  tropical  living  in  the  FLORIDA 
KEYS,  the  excitement  of  the  MIAMI/FT.  LAUDERDALE  AREA, 
or  the  many  beaches  and  family-oriented  communities  of  the  VERO 
BEACH/JUPITER  areas.  Opportunities  include:  Positions  at  Uni- 
versity of  Miami’s  Level  I trauma  center  to  upscale  community 
hospitals.  Excellent  compensation  to  $166,000,  professional  lia- 
bility insurance  package,  director’s  benefit  package.  COASTAL 
EMERGENCY  SERVICES  can  offer  not  only  a position  but  a 
career  pathway  to  administrative/academic  opportunities.  Please 
send  CV  to  2200  W.  Commercial  Blvd.,  Dept.  SJE,  Ste.  203,  Ft. 
Lauderdale,  FL  33309  or  call  (800)  432-3093  (FL)  or  (800)  328- 
1038  (US). 


ALABAMA  — PEDIATRICIAN  BE/BC  join  2 established  Pe- 
diatricians. Two  year  guarantee.  Productivity  bonus.  Partnership 
two  years.  Available  immediately.  Level  III  Nursery  in  City.  Serv- 
ice oriented,  innovative.  Evening  appointments.  Saturday  morning 
and  Sunday  afternoon  hours.  Lab  and  X-ray.  Freestanding  build- 
ing. Prime  growth  area.  Metropolitan  area  200,(X)0.  Alabama 
Shakespeare  Festival.  Local  ballet,  museum.  Symphony.  Four  uni- 
versities. Lake  30  minutes.  Gulf  beaches  3 hours.  Hunting  and 


water  sports.  Fishing,  golf  and  tennis  year  around.  Reply  to:  C.  Allen 
White,  M.D.,  4154  Carmichael  Rd.,  Montgomery,  AL  36106 
(Hm:  205/265-3264  Ojf:  205/271-5959). 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Cheree  Richards.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  collect  1-800-443-3672. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Bir- 
mingham. Faculty  appointment  with  Family  Practice  Center  at 
University  of  Alabama  if  qualified.  Join  established  practice  or 
work  individually.  Salary  of  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe  benefits  include  life, 
disability,  health,  retirement,  and  malpractice  insurance,  two  weeks 
continuing  education,  and  three  weeks  annual  leave.  All  equip- 
ment, including  X-ray  and  lab,  furniture,  and  supplies  provided. 
Management  services  including  personnel,  payroll,  tax  reports, 
and  billing  provided.  If  invited  to  visit,  all  expenses  will  be  paid. 
All  moving  expenses  covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486.  Tuscaloosa,  Alabama  35403,  or  tele- 
phone A1  Fox,  collect  at  758-7545  for  more  information. 


UNSECURED  SIGNATURE  LOANS  FOR  PHYSICIANS:  $5,000- 
$60,000,  No  points  or  fees.  Best  rates-Level  payments.  Up  to  six 
years  to  repay.  No  prepayment  penalty,  First  payment  not  due  for 
90  days.  For  information  and  application  CALL  TOLL  FREE  1- 
800-331-4952,  MediVersal  Dept.  114. 


INTERNIST  — To  join  growing,  progressive,  north  Alabama 
group.  Guarantee  salary,  flexible  schedule,  full  partnership.  Send 
C.V.  to  P.O.  Box  5294,  Decatur,  AL  35601 


OFFICE  SPACE  FOR  LEASE.  Birmingham/Homewcxrd  area.  I5(X) 
s.f.,  4 exam,  rms,  lab.,  x-ray  room  and  more.  Handicap  Facilities, 
ample  parking,  other  larger  space  also  available.  Call  Brent  Fal- 
kenhagen  252-6999  Molton  Realty. 
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begins  at 
Jackingram. 

Lotus  Esprit.  . .Quicker,  Quieter  and  Faster  than  a comparable  V-8 
Ferrari . . . 0-60  in  5.3  seconds . . . 155  mph.  This  isn't  a car  for 
everyone . . . but  for  that  rare  breed  of  driver  who  lives  life  in  the 

fast  lane.  Until  now,  Alabama 
drivers  could  only  dream  about  the 
thrill  of  owning  an  exotic  car.  Now, 
the  most  respected  import  dealer  in 
the  Southeast  adds  the  Lotus  to  its 
outstanding  lineup  of  automobiles. 

Life  in  the  fast  lane  begins  at 
Alabama's  only  Lotus  dealer.  Jack 
Ingram  Motors,  Montgomery. 

See  or  Call  Adams  Hudson. 


LoUiS 


m JACK  INGRAM  MOTORS 


n 


ALABAMA 'S  EXCLUSIVE  LOTUS  DEALERSHIP 

231  Eastern  Boulevard,  Montgomery,  AL 

(205)  277-5700 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


The  Source  of  a Patient’s 

Strength 


In  the  news  media  today  there  are  major  concerns 
about  how  AIDS  is  spread,  the  cost  of  treatment, 
who  should  be  tested  and  the  fear  of  it.  But  we  don’t 
hear  much  about  what  the  person  with  AIDS  feels 
about  his  experience  and  his  contact  with  the  medical 
profession.  One  account  of  such  a venture  was  shared 
with  me  by  a person  who  has  AIDS.  He  relates  the 
ups  and  downs  of  his  ordeal.  When  asked  about  this 
interview  and  how  it  would  be  published,  he  didn’t 
hesitate.  He  said,  “Anything  I can  do  to  help,  I will 
be  happy  to.’’  This  is  his  story. 

“The  job  I has  was  an  easy  job  physically  but  I 
began  to  feel  tired  before  the  day  was  over.  I developed 
a slight  cold  with  a cough  that  wouldn’t  go  away.  I 
went  to  my  doctor  and  when  he  did  a chest  x-ray,  he 
found  a patch  of  pneumonia.  He  insisted  that  I go  into 
the  hospital  but  the  treatment  didn’t  help  much.  He 
called  in  another  physician  who  looked  down  into  my 
lungs  with  a light.  A few  days  later  my  doctor  came 
into  the  room  to  break  the  news  that  I had  a rare 
pneumonia  called  PCP  and  that  my  test  for  AIDS  was 
positive. 

“I  went  weak,  I didn’t  know  what  to  say.  I had  had 
no  suspicions  that  I could  have  it.  It  was  like  all  the 
strength  had  been  pulled  out  of  me.  I did  not  want  to 
see  anyone  and  could  not  sleep.  I needed  help,  and  in 
those  first  few  days  there  was  no  one  I could  talk  to 
but  my  doctor. 

“He  told  me  the  first  thing  I needed  to  do  was  to 
‘Get  right  with  God.’  I used  to  go  to  church  but  had 
not  gone  lately.  I knew  about  God  but  had  just  never 


called  on  Him  much.  He  became  my  first  strength  and 
I couldn’t  have  gotten  through  the  ordeal  without  His 
help. 

“Finally,  I got  enough  strength  to  call  my  family 
together  to  tell  them  all  at  one  time  what  I had.  I felt 
that  someone  had  already  told  them  but  with  the  ex- 
ception of  one  or  two  they  all  accepted  it  and  supported 
me.  Since  that  time  the  rest  of  the  family  has  come 
around. 

“I  was  advised  to  make  out  a will  and  that  was  the 
hardest  thing  I have  ever  done.  I prayed  and  cried  and 
got  on  my  knees  and  prayed  some  more.  I begged  for 
help.  The  Lord  must  have  heard  me  and  helped  me 
through  it.  After  I made  my  will,  I felt  better.  At  my 
age  it  had  never  occurred  to  me  to  think  about  a will 
or  how  I would  divide  my  property.  I wrote  my  will 
by  hand  in  my  hospital  room  and  a relative  carried  it 
to  the  lawyer. 

“That  was  about  the  time  I completely  bottomed 
out.  I depended  on  my  doctor  a lot.  I think  I was  his 
first  patient  with  this  and  he  was  learning  too.  He 
would  answer  my  questions  but  sometimes  he  would 
say,  ‘I’ll  have  to  get  back  with  you  on  that.  ’ He  seemed 
to  know  more  as  the  days  went  by  and  occasionally 
would  say  he  had  talked  with  the  “Disease  Center.’’ 
I always  felt  I was  in  good  hands.  His  attitude  was 
always  encouraging  and  he  came  to  see  me  regularly. 
He  arranged  for  the  new  medicine  before  he  told  me 
about  it.  1 guess  he  wanted  to  make  sure  he  could  get 
it  to  keep  me  from  further  disappointment.  He  brought 
in  a form  for  me  to  sign  and  said,  ‘I’ll  tell  you  now 
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before  you  sign  it,  the  medicine  is  higher  than  hell.’ 
I felt  like  I didn’t  have  a choice.  I finally  accepted  the 
fact  that  I had  it  and  then  I started  getting  better. 

‘'The  hospital  nursing  staff  showed  no  resentment. 
They  were  very  helpful,  especially  the  infection  con- 
trol nurse.  She  had  an  upbeat  approach  that  I needed. 
She  talked  with  me  and  my  family  about  the  disease. 
She  had  a friendly  attitude  and  used  literature  and  a 
lot  of  explanation.  She  stressed  little  things  like  avoid- 
ing people  who  were  sick  with  a cold.  She  taught  me 
how  AIDS  is  spread.  I don’t  want  anyone  to  catch  it 
from  me. 

“The  nurses  were  friendly  with  me  after  a few  days. 
They  were  waiting  to  get  to  know  me.  They  said  they 
had  heard  of  AIDS  patients  spitting  in  nurses  faces  but 
they  realized  I was  not  that  type.  Those  patients  must 
have  been  angry.  Lord,  I would  not  want  to  give  any- 
body my  disease. 

“Most  of  my  friends  were  very  supportive  but  of 
course  some  have  been  hesitant.  The  most  disappoint- 
ment was  with  people  who  have  been  friends  but  would 
not  even  call  on  the  telephone.  Everybody  knows  you 
don’t  catch  it  on  the  phone. 

“My  doctor’s  office  staff  was  completely  at  ease. 
The  doctor  must  have  talked  with  them.  They  would 
tease  and  showed  no  fear.  I feel  comfortable  going 
there.  They  have  been  super!  One  of  the  last  times  I 


was  in  I had  gained  ten  pounds  in  six  weeks  and  they 
kidded  about  getting  fat.  This  gain  in  weight  was  caused 
by  lying  on  the  sofa  and  eating  ice  cream  after  my 
nausea  left. 

“My  doctor  has  been  great  and  I would  encourage 
other  doctors  that  treat  patients  like  me  to  maintain  a 
positive  outlook  and  be  supportive.  It  is  desperately 
needed.  And  also  provide  the  patient  with  plenty  of 
information. 

“I  would  urge  other  AIDS  patients  to  talk  with  your 
doctors  and  counsellors,  be  informed  and  learn  all  you 
can  about  the  disease.  Keep  a strong  outlook  and  ac- 
cept the  fact  that  you  have  it  but  don’t  dwell  on  it. 

“While  in  the  hospital  one  of  the  nurses  talked  with 
me  a lot  about  the  disease  and  about  how  well  I was 
handling  it.  As  I was  getting  ready  to  go  home  she 
confessed  that  her  brother  has  it  but  he  would  not  go 
back  to  the  doctor.  He  was  frightened  by  something 
the  doctor  said  and  now  refuses  medical  help.  I told 
her  I would  be  glad  to  talk  to  him  if  he  wanted  me  to. 
She  hugged  my  neck  and  wished  me  well.  So  far 
though,  I haven’t  heard  from  him. 

“I  can’t  stay  cooped  up  in  the  house  all  day.  I go 
places  and  visit  friends  and  family.  Besides,  the  soaps 
on  TV  would  drive  me  crazy.’’ 


Dx:  recurrent 


fOT- 


HeRpecin-D.^ 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


A better  alternative 
for  hypertensives  who 
are  going  bananas,,. 


5pare  your  patients  the  extra  cost 
In  calories,  sodium  and  dollars. 

^ 5pare  your  patients  the  rigors  of 
k dietary  h\+ supplementation. 


25  mg  hydrochlorothiazide/50  mg  Trlamterene/5hF 

Effective  antihypertensive* 
therapy...without 
bananas 

MW 

'[mZIDE'A5WRITT£tl. 


Not  for  ioilial  therapy.  See  brief  summary. 


following  nmy  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hypeiglycemia  and  glycosuria  {diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  {in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  Dyazide'.  but  should il 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
loods  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  de  ficit  may  occur  as  well  as  diluiional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  ol  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  ol  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function  Thiazides  may  arid  to  or 
potentiate  the  action  ol  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ol  lithium  and  increase  the  risk  ol  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi 
tivily.  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distiir 
bances:  postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics)  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  bluiied  vision 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  lound  in  renal  stones  in  a^aation  with 
other  usual  calculus  components.  Rare  incidents  ol  nciile 
inter slilial  nephritis  have  been  reported  Impotence  has  Imn 
reported  in  a tew, patients  an  Dyazide '.  although  a causal 
relationship  has  not  been  established 
Supplied:  'Dyazide ' Is  supplied  as  a red  and  while  capsule.  In 
bottles  ol  WOO  capsules:  Single  Unit  Packages  (unit-do^  of 
100  {intended  for  institutional  use  only):  In  Patient- Pak"^nil- 
of-use  bottles  of  100.  . 
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without  a history  ol  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  ol  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabilily  ol  the  hydrochlorothiazide 
component  of  Dyazide ' is  about  50%  of  the  bioavailability  ol  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  In  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailabllity  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  fACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  {particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHI).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  conlirined  renal  insulliciency. 
Cumulative  ellects  ol  the  drug  may  develop  in  patients  with 
impaired  renal  function  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  ayscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  ol  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  he  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
arljustmeiils  may  he  necessary  Clinically  insignilicant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
ol  nondepolarizing  muscle  relaxanis  such  as  lubociirarine 
Triamterene  is  a weak  folic  acid  antagonisl  Do  periodic  blood 
sliidies  in  cirrholics  with  splenomegaly  Anlihyperlensive  ellects 
may  be  enhanced  in  post  sympathectomy  patients  Use  can 
liously  III  surgical  patients  Triarntereiie  has  been  lound  in  renal 
stones  in  association  with  the  other  usual  calculus  components 
fherelore,  Dyazide ' should  be  used  with  caution  in  patients  with 
histones  ol  stone  formation  A lew  occurrences  ol  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin  Therefore,  caution  is  advised  in  admiiiislering 
nonsteroidal  anti  inllammatory  agents  with  'Dyaziile'  I he 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  Iherapy  ol  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  II  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  ol  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sullonamide  derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ol 
potassium  is  markedly  impaired.  II  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia  can 
occur,  and  has  been  associated  with  cariliac  irregularities  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  loss  than  one  Uteri 
day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insulliciency  Periodically,  serum  K'  levels  should  he  determined 
II  hyperkalemia  rievetops.  substitute  a thiazide  alone  restrict  K ' 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  Iherapy  thiazides  cross  the  placental 
harrier  and  appear  in  cord  hiorid  Use  in  pregnancy  requires 
weighing  anticipated  benehts  against  possible  hazarris.  iiiclurling 
lelal  nr  neonatal  laundice.  thrombocytopenia,  other  adverse 
reactions  seen  in  adults  Thiaziiles  appear  and  triamterene  may 
appear  in  breast  milk  II  their  use  is  essential,  the  patient  should 
slop  nursing  Aderiiiale  inlormalinn  on  use  in  chilriren  is  not 
available  Sensitivity  reactions  may  occur  in  patients  with  or 


a product  ol 


W^need 
someone 
with  the 
confidence 
ofasu^on, 
the  dedication 
ofa 

marathoner 

andthe 

cour^of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 


EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 


NAME 


STREET ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

a division  of  Hoftmann-La  Roche  Inc. 


/7C.Y-3 


PLANDEX  35201 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.s'.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References;  1.  Data  on  file,  Hofftnann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
et  ah  Psychophamacology  61 :2\7 -225.  Mar  22, 1979. 


Limbitrol*® 

tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g. . operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeniul  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) , 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare;  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  Irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tbblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Thblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week! 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A.s'.  dose' 

^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  genertd,  limit  dosage  to  the 
lowest  effective  tunount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vI, 

limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Percentage  of  Reduction  in  Individual  Somatic  Sy 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CON 
‘Patients  often  presented  with  more  than  one  somatic 
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